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PEEFAOE. 


The  following  work  was  undertaken  from  a  conviction 
that  a  practical  treatise,  in  the  English  language,  upon  the 
subjects  of  which  it  treats,  is  greatly  needed.  While  sev- 
eral writers  have  published  their  individual  experience,  more 
or  less  extensive,  as  ovariotomists,  no  work  has  appeared  of 
broader  scope,  which  proposes  to  cover  the  whole  ground, 
so  far  as  is  practicable,  within  the  limits  of  a  single  volume. 
The  only  apparent  exception  to  this  statement  is  Mr.  I.  B. 
Brown's  monograph  on  "  Ovarian  Dropsy,"  of  which,  how- 
ever, the   greater  part  is  devoted  to  his  own  cases. 

The  author  has  also  thought  that  a  considerable  amount 
of  study  of  this  subject  for  twenty-five  years  past,  and  espe- 
cially since  his  first  experience  in  ovariotomy  in  1850,  might 
qualify  him  to  impart  some  information  of  value,  not  other- 
wise obtainable,  without  more  labor  than  most  of  the  pro- 
fession can  devote  to  this  subject. 

The  defects  of  the  present  work  are  probably  as  patent 
to  the  author  as  they  will  become  to  the  reader.  Incessant 
professional  labor  has  rendered  it  impossible  for  him  to 
comply  with  the  injunction  of  the  Latin  poet  in  respect 
to  time  employed  in  composition  and  revision ;  a  state- 
ment not  intended,  however,  to  avert  a  severe  criticism, 
but  merely  to  explain  why  it  has  been  so  frequently  invited. 
But  he  has  not   hesitated  to  give    explicit  expression   to   his 
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own  conclusions  upon  all  practical  points,  and  the  reasons 
apoD  which  they  are  founded,  that  they  may  be  adopted  or 
rejected  upon  rational  grounds.  The  time  for  oracular  utter- 
ances in  our  art  has  passed ;  and  every  magisterial  assertion 
should  be  challenged.  He  has  also  drawn  from  his  own 
experience  whenever  it  afforded  a  better  illustration  of  a 
special  point  than  he  could  obtain  from  another  source. 

The  first  part  of  the  work  includes  the  normal  anatomy 
of  the  ovary,  and  the  pathological  anatomy,  the  pathology, 
diagnosis,  and  treatment  of  ovarian  tumors,  excepting  by 
ovariotomy.  The  second  part  is  devoted  to  ovariotomy 
alone — including  its  history,  statistics,  practical  details,  and 
after-treatment.  It  aims  to  decide  all  practical  questions  by 
the  aggregate  experience  of  all  ovariotomists  up  to  the  pres- 
ent time. 

The  author  here  records  his  grateful  acknowledgments  to 
all  the  gentlemen  experienced  in  ovariotomy,  both  at  home 
and  abroad,  who  have  so  courteously  and  kindly  responded 
to  his  inquiries  while  preparing  the  present  work. 

E.  E.   P. 

29  Madison  Atenue,  New  York,  July  20,  1872. 
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CHAPTER  I. 

NORMAL   ANATOMY   OF   THE   HUMAN   OVARY  AND   OVIDUCT. 

SECTION    I. 
ANATOMY  OF  THE   OVABY. 

The  ovaries  appear  to  the  unaided  eye  to  lie  between  the 
two  folds  of  the  broad  ligament,  and  are  attached  to  the 
uterus  by  the  ovarian  ligaments.  The  latter  are  flattened, 
cylindrical  cords,  two  or  three  lines  in  diameter,  and  half  an 
inch  to  even  two  inches  long;  and  are  composed  of  non- 
striated  muscular  fibre  and  connective  tissue.  They  extend 
from  the  inner  extremity  of  the  ovary  to  the  uterus ;  becom- 
ing continuous  with  the  latter  on  its  sides  and  near  its  angles, 
at  a  point  just  below  and  behind  the  oviducts,  or  Fallopian 
tubes.  The  right  ligament  is  the  longer  in  about  three-quar- 
ters of  the  cases.  The  left  ovary  is  generally  found  in  close 
proximity  to  the  rectum,  and  a  part  of  its  posterior  surface 
connected  with  it. 

The  ovaries  are,  therefore,  normally  situated  high  in  the 
pelvis ;  their  outer  extremities  almost  touching  the  lateral  walls 
of  the  pelvis,  one  inch  to  one  and  a  half  inch  below  the  linea 
arcuata.  During  pregnancy,  however,  they  are  elevated  into 
the  abdomen  in  proportion  as  the  size  of  the  uterus  increases, 
and  at  the  close  of  gestation  are  below  the  centre  of  the  uterus 
and  in  contact  with  its  sides,  and  therefore  not  injured  during 
parturition.  Immediately  after  parturition  they  lie  in  the  iliac 
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region,  where,  indeed,  they  are  sometimes  retained  during  life 
by  inflammatory  adhesions.  They  are  prominent  on  the  poste- 
rior, but  not  on  the  anterior  surface  of  the  broad  ligament. 
Hence,  when  somewhat  enlarged  by  cystic  disease,  the  mass  falls 
backward  behind  the  uterus,  and  hangs  from  the  broad  ligament 
as  if  from  a  mesentery. 

The  average  size  of  the  ovary  in  the  adult  may  be  said  to  be 
that  of  an  almond.  But  it  differs  much  at  differerit  periods  of 
life,  being  largest  in  the  virgin  at  the  commencement  of  puberty ; 
when  it  is  one  and  a  third  to  one  and  a  half  inch  long,  three- 
fourths  to  one  inch  deep  (or  vertically),  and  five  lines  thick  (or 
antero-posteriorly),  and  its  average  weight  is  eighty-seven  grains. 
Now,  also,  it  is  plump,  and  has  a  smooth  surface ;  but  the  escape 
from  it  of  one  or  more  ova  every  month  in  connection  with 
menstruation,  through  ruptures  of  the  ovisacs  within  its  sub- 
stance, at  the  same  time  diminishes  its  size,  and  produces  a  fis- 
sured, scarry  appearance  of  the  exterior ;  so  that,  by  the  time 
menstruation  ceases,  or  after  thirty  years  or  more  of  such  ex- 
perience (from  about  fifteen  to  forty-five  years  of  age),  the  size 
of  the  organ  has  been  reduced  to  one-half  its  original  dimen- 
sions. In  old  age  it  often  weighs  not  more  than  fifteen  grains ; 
and  sometimes  no  vestige  of  it  remains  except  the  vessels  for- 
merly distributed  to  it. 

The  ovary  somewhat  resembles  the  testis,  though  averaging 
less  than  one-fourth  of  its  bulk.  Its  form  is  peculiar  (Fig.  1). 
Convex  on  its  anterior,  and  much  more  so  on  its  posterior  sur- 
face, the  upper  border  is  straight,  while  the  lower,  traced  from 
the  pointed  inner  extremity,  merging  in  the  ovarian  ligament, 
to  the  outer  extremity  and  upper  border,  very  nearly  describes 
a  semicircle.  It  is  at  the  upper  or  straight  border  that  the 
vessels  and  nerves  enter  the  organ. 

Minute  Structure  of  the  Ovary. — Supported  by  the  broad 
ligament,  and  projecting  through  its  posterior  layer  (for  the 
ovary  is  not  covered  by  the  peritonaeum),  the  ovaiy  presents 
remarkable  modifications  of  structure  at  different  epochs  of 
life.  The  following  description  applies  to  the  thirty  to  thirty- 
five  years  of  menstrual  life,  i.  e.,  from  puberty  to  the  meno- 
pause. 
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The  strong  envelope  of  the  ovary  (tunica  albuginea)  is  re- 
solved by  Waldeyer  into  three  layers,  to  be  specified  farther  on. 


FIG.  1. — Ovary,  Parovarium,  and  Fallopian  Tube,  op  the  Left  Side. 

1,  Broad  ligament ;  2,  Fallopian  tube,  or  oviduct ;  3,  its  canal ;  4,  its  fimbriated  extremity ;  5,  mouth 
of  the  latter,  or  pavilion ;  6,  process  attached  to  the  ovary,  7 ;  8,  ovarian  ligament ;  9,  orifice  from 
which  an  ovum  has  recently  escaped ;  10,  a  cicatrix ;  11,  parovarium ;  12,  remains  of  the  duct  of 
Miiller.    From  a  virgin  of  about  eighteen  years  of  age. — (Leidy.) 

It  is  covered  externally  merely  by  a  peculiar  epithelium,  not  a 
continuation  of  that  of  the  peritonaeum  ;  and  is 
lined  internally  by  the  vascular  zone. 

In  a  vertical  section  there  appears  beneath  the 
outer  and  firmest  layer  of  the  tunica  albuginea — 

1.  A  grayish-red,  tolerably  firm,  fibrous  net- 
work or  stroma,  of  embryonic  connective  tis- 
sue, together  with  vessels  and  nerves  extending 
through  every  portion  of  the  organ. 

2.  Numerous  closed  round  sacs  or  vesicles — 
the  so-called  Graafian  follicles,  lying  everywhere 
between  the  meshes  of  the  stroma  just  men- 
tioned (Fig.  2).    These  are  the  peculiar  structu-  a.  &,  ovisacs;  c, ovarian 

-ii  ,        *    .  i  -,        .11  ,  . .  ligament ;     d,    fibrous 

ral  element  ot  the  ovary,  and  will  be  particu-    coat  of  the  ovary;  «, 

-,      i  --it  stroma.  In  the  interior 

larly  Considered.  two  old   corpora  lutea 

The  ovary  is  supplied  with  blood  mainly  by 
the  ovarian  (spermatic)  arteries,  but  partly  also  by  the  uterine. 
Its   scanty  supply  of  nerves  is  derived  from  the  renal  and  the 
superior  aortic  plexus  (the  spermatic). 

The  important  fact  that  the  ovary  is  not  covered  by  the  peri- 
tonaeum, nor  by  its  epithelium,  but  has  a  special  epithelium  of 


FIG.  2. —Transverse 
Section  of  an  Ovary, 
from  a  case  in  the 
fifth  month  of  preg- 
NANCY. 


4  OVARIAN  TUMORS  AND   OVARIOTOMY. 

its  own,  has  recently  been  demonstrated  both  anatomically  and 
developmentally  by  Waldeyer,1  of  Breslau.    He  shows  that  the 


PIG.  3. — Ovary  op  a  Girl  Nineteen  Years  old. 
U,  uterus;  T,  oviduct;  L  O,  ligament  of  the  ovary;  o,  ovary  turned  downward;  x,  peritoneal  line.— 

(Waldeyer.) 

fine,  but  distinct  serrated  line,  mentioned  by  Dr.  A.  Farre,2 
bnt  not  correctly  explained  by  him,  which  surrounds  the  base 


FIG.  4.— Ovary  of  a  Girl  Twenty-four  Tears  old. 
The  letters  indicate  the  same  parts  as  in  Fig.  3;  &,  cicatrix  of  a  ruptured  ovisac— (Waldeyer.) 

of  the  ovary,  indicates  precisely  where  the  peritonaeum  termi- 
nates.    The  naked  eye,  even,  discovers  that  most  of  the  surface 

1  "Eierstock  und  Ei,"  von  Wilhelm  Waldeyer,  Dr.  Med.,  Leipzig,  1870. 

2  "  Cyclopaedia  of  Anatomy  and  Physiology,"  Art.  Uterus,  p.  548.  The  sharp 
termination  of  the  parenchymatous  zone  against  the  hilum  of  the  ovary  is  described 
by  His,  p.  13. 
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of  the  ovary  is  dull,  not  shining,  grayish  red,  and  slightly  trans- 
lucent in  quite  recent  specimens,  like  a  mucous  membrane  with 
but  few  vessels,  covered  by  a  thin  stratum  of  epithelium ;  while 
below  the  border-line  the  surface  is  smooth  and  shining,  like  all 
parts  covered  by  a  perfect  serous  membrane.  This  line  is  not 
so  distinct  after  the  ovary  assumes  a  cicatricial  appearance  in 
consequence  of  repeated  ovulations,  as  it  is  in  younger  individu- 
als (Figs.  3  and  4).  It,  however,  reappears  in  old  age,  with  the 
senile  shrinking  of  the  ovary  (Fig.  5) ;  and  Waldeyer  has  seen 
it  in  the  smallest  mammalia  (the  Guinea-pig)  which  he  could 


FIG.  5.— Ovary  of  a  "Woman  Seventy-five  Tears  old. 
a,  a,  portions  of  the  surface  still  covered  with  epithelium ;  5,  cicatricial  and  withered  portion.    Let- 
ters indicate  the  same  parts  as  in  Fig.  3.— (Waldeyer.) 

obtain  (p.  5).  It  is  also  found  to  be  impossible  to  dissect  off 
the  peritoneal  covering  beyond  this  border-line.  Moreover, 
the  cells  which  are  obtained  by  scraping  the  free  surface  of 
the  ovary,  are  easily  detached,  without  injury  to  the  subjacent 
layer,  as  in  case  of  a  mucous  membrane.  On  the  other  hand, 
the  epithelial  cells  of  a  serous  membrane  are  always  separated 
with  difficulty,  whether  in  case  of  the  peritoneal  epithelium  or 
of  the  endothelium  of  blood-vessels.  But,  with  a  power  of  three 
hundred  diameters,  the  distinction  between  the  two  sides  of  the 
border-line  becomes  quite  marked  and  conclusive.     The  scaly 
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peritoneal  epithelium  has  large  round  nuclei  at  regular  and 
relatively  long  distances,  while  the  cylinder  epithelium  of  the 
ovary,  with  its  regular  mosaic,  resembles  a  non-ciliated  mucous 
surface.  Still  more  striking  are  these  peculiarities  rendered  by 
the  use  of  a  solution  of  nitrate  of  silver  (25  per  cent.)  or  of  car- 
mine. The  former  gives  (1)  a  browner  color  on  the  ovarian 
side  of  the  border-line ;  and  (2)  shows  the  peculiar  flexuous 
lines  between  the  flat,  well-contoured  cells  of  the  peritoneal 
epithelium ;  while  (3)  on  the  other  side  of  the  line,  the  sharply- 
defined  angular  outlines  of  the  cylinder-cells  appear  (Fig.  6). 
At  regular  distances,  also,  on  the  ovarian  surface,  dark,  funnel- 


b  b 

YlQ,.  6.— Fbom  the  Surface  op  the  Ovaey  of  a  Feog. 
a  wouDSOf  roundish   enithelial  cells,  the  first  commencement  of  the  oya  and  follicular 'epithelial 
'  ^UV  &  smaller  collections  of  similar  cells  of  various  sizes,  the  nuclei  of  which  sometimes  con- 
to  two  nucleoli  .    TheT^er  cells  are  the  primordial  ovale  6,  peritoneal  lining;  d,  contours  of 
larger  follicles;  e,  e,  limit  of  the  peritoneal  epithelium.— (Waldeyer.) 

shaped  depressions,  like  the  stomata  of  the  leaves  of  plants, 
appear ;  and  which  are  actually  the  openings  of  the  follicles  de- 
scribed by  Pfliiger,  and  which  bear  his  name.  The  affinity  of 
this  epithelium  to  that  of  a  mucous  membrane  is  also  strikingly 
confirmed  by  Waldeyer's  statement  that,  in  some  exceptional 
instances,  the  human  ovarian  epithelium  is  found  to  be  directly 
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continuous  with  the  ciliated  epithelium  of  the  fimbriae  of  the 
oviducts ;  though  there  is  usually  a  white,  shining  band,  covered 
by  peritonaeum,  and  only  -fa  inch  (one  millimetre)  in  breadth, 
interposed  between  them.  In  the  rabbit  he  finds  this  continuity 
to  be  the  rule  and  not  the  exception ;  while  in  the  hog  it  is  not 
uncommon.1  That  it  is  actually  the  epithelium  of  a  mucous 
membrane  will  be  shown  when  I  speak  of  the  development  of 
the  ovary. 

The  dimensions  of  the  cells  of  the  cylinder  ovarian  epithe- 
lium Waldeyer  finds  to  be  as  follows  (Fig.  7) :  In  a  foetus  thirty- 
two  weeks  old,  y^-  to  -^Vs"  inch  long,  -^^  to  ^yVr  inch  broad. 
In  a  woman  fifty  years  old,  -^^  inch  long,  11166  inch  broad,  and 

wo" t0  ttVtt  incl1-3 


FIG.  7. — Piece  of  Vertical  Section  of  Ovary  of  a  Cow. 
a,  epithelium ;  6,  longitudinal  lines  of  the  tunica  albuginea ;  c,  transverse  layers. — (Waldeyer.) 

The  nuclei  are  large  and  well  defined,  while  nucleoli  are 
rarely  to  be  seen.  There  is  never  more  than  a  single  layer  of 
cells  in  the  ovarian  epithelium. 

Rouget  alone  has  also  described  a  bulb  of  the  ovary,  and 
discovered  a  muscular  apparatus  rendering  it,  he  believes,  an 
erectile  organ  (Boinet,3  p.  14). 

The  Ovisacs,  or  Graafian  Vesicles. — Both  Yesalius  and  Fallo- 
pius  observed  these  structures  before  De  Graaf.  De  Graaf 
accurately  described  them  two  hundred  years  ago  (1672),  and 
they  were  until  recently  called,  from  him,  Graafian  follicles. 
They  are  vesicles,  but  not  follicles  in  any  sense  ;  and  I  there- 
fore apply  the  term  follicles  to  them,  when  at  all,  under  pro- 
test. In  1827,  however,  it  was  first  distinctly  pointed  out, 
by  Yon   Baer,   that   each  mature   ovisac  contains   a   mature 

1  Waldeyer,  pp.  6,  7.  2  Waldeyer,  p.  10. 

3  "  Traite  pratique  des  Maladies  des  Ovaires,"  etc.    Par  A.  A.  Boinet.    Paris,  1867 
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ovum ;  and  recently,  therefore,  these  bodies  have  been  called, 
appropriately,  ovisacs.  They  are  most  numerous  near  the 
periphery,  at  all  ages ;  and  found  only  there  in  infants  and 
young  subjects.  Sometimes,  after  puberty,  they  are,  however, 
found  as  deep  as  the  base  of  the  gland.  The  number  of  ovisacs 
in  a  single  ovary  is  immense,  they  being  of  all  sizes,  from  the 
mature  sac,  which  is  from  one-quarter  to  one-third  of  an  inch  in 
diameter,  down  to  those  seen  only  by  the  aid  of  the  microscope. 
Before  Dr.  Martin  Barry  ascertained  the  existence  of  these  mul- 
titudes of  undeveloped  ovisacs,  it  was  taken  for  granted  that 
only  those  sacs,  which  range  from  one-quarter  down  to  perhaps 
one-sixteenth  of  an  inch  in  diameter,  are  ovisacs ;  and  therefore 
that  there  are  only  from  twenty  to  thirty  in  each  ovary  in  young 
women  ;  while  in  old  women  there  are  only  from  two  to  five, 
or  none  at  all.  Kolliker  admits  from  thirty  to  one  hundred,  or 
even  sometimes  three  hundred  ovisacs,  in  each  ovary  in  young 
women,  since  he  included  those  smaller,  or  down  to  one  forty- 
eighth  of  an  inch  in  diameter.  The  largest  ovisacs  are  nearest 
the  surface  of  the  ovary,  as  will  be  explained  farther  on. 

The  recent  investigations  of  M.  Sappey  respecting  the  num- 
ber of  ovisacs,  developed  and  undeveloped,  are  very  interesting. 
He  finds  that  a  young  woman  of  from  sixteen  to  eighteen  years 
has  over  three  hundred  thousand  ovisacs  in  each  ovary,  or  nearly 
seven  hundred  thousand  in  both ;  a  number  sufficient,  if  their 
contained  ova  were  fecundated,  to  people  four  such  cities  as 
Lyons,  Marseilles,  Bordeaux,  and  Rouen !  Henle  estimates  the 
original  number  of  ova  at  not  less  than  thirty-six  thousand  for 
each  ovary.   From  one  to  three  are  lost  at  each  menstrual  period. 

The  structure  of  an  ovisac — of  course  a  developed  ovisac,  and 
not  the  microscopical — presents  for  consideration : 

I.  The  wall  of  the  ovisac ; 
II.  Its  contents. 

I.  The  wall  of  the  ovisac  consists  of  three  layers  (Baer),  Fig.  8. 

a.  A  fibrous  coat,  an  offset  from  the  stroma  of  the  organ, 

and  connected  with  it  by  loose  connective  tissue. 
This  contains  the  capillary  vessels,  which,  with  the 
nerves,  penetrate  to  the 

b.  Proper  membrane  or  basement-membrane  (Kolliker). 
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0.  An  internal  layer  of  polyhedral  cells  j-gV^  *°  ttoi  °f  an 
inch  thick — a  proper  epithelium,  called  the  membrana 
granulosa.  On  the  side  of  the  ovisac,  toward  the  sur- 
face of  the  ovary,  is  an  accumulation  of  these  cells, 
producing  an  eminence  on  the  epithelium  one  thirty- 
sixth  of  an  inch  broad,  which  is  called  the  germinal 
eminence.  This  encloses  the  ovum ;  and  to  this  I  re- 
turn when  speaking  of  the  contents  of  the  ovisac. 


FIG.  8. — Ovisac  of  the  Sow. 

a,  external ;  b,  internal  layer  of  the  fibrous  membrane  of  the  ovisac ;  c,  membrana  granulosa ;  d, 
fluid  contents  of  the  ovisac ;  e,  germinal  eminence,  a  projection  of  the  membrana  granulosa; ./; 
ovum  with  a  zona  pellucida,  vitellus,  and  germinal  vesicie.  Magnified  about  ten  diameters. — 
(KoUiker.) 

II.  The  contents  of  the  ovisac  consist  of — 

a.  The  fluid  in  the  ovisac. 

b.  The  ovum  itself. 

a.  The  fluid  in  the  ovisac  is  a  light-yellowish,  serous  liquid ; 
almost  always  containing  isolated  granules,  nuclei,  and  cells  de- 
tached from  the  lining  epithelium,  or  membrana  granulosa. 

h.  The  ovum  (egg  or  germ)  lies  among  the  cells  of  the 
germinal  eminence  on  the  side  of  the  ovisac  toward  the  surface 
of  the  ovary,  as  before  stated  ;  and  was  first  distinctly  pointed 
out  by  Yon  Baer  in  1827  (Fig.  9). 

The  ovum  is  merely  a  cell  ■£$  to  j^  of  an  inch  in  diameter — 
not  more  than  -^5-  of  the  diameter  of  a  mature  ovisac,  with — 

1.  An  elastic,  structureless  wall,  30\0  to  2£00  of  an  inch 

thick — the  vitelline  membrane 1  (Fig.  9,  a). 

2.  A  contained  viscid  fluid,  of  a  pale-yellow  color,  contain- 

ing a  multitude  of  clear  and  fatty  granules — the  yolk. 

3.  And  in  the  fully-formed  yolk  a  large,  clear  nucleus,  -g-fg- 

of  an  inch  in  diameter — the  germinal  vesicle. 

1  Seen  under  the  microscope  as  a  transparent  ring  around  the  ovum,  this  layer 
is  called  the  zona  pellucida. 
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4.  And,  finally,  in  the  germinal  vesicle  a  nucleolus,  ^Vu-  of 

an  inch  in  diameter — the  germinal  spot. 

The  ovisacs,  thus  constituted,  are,  in  a  healthy,  non-pregnant 

woman,  from  the  age  of  fifteen  or  less,  in  this  climate,  to  forty-five 

years,  constantly  being  matured.     When  mature,  they  become 


FIG.  9. — Mammalian  Ova. 

Upper  figure  an  immature,  and  the  lower  a  mature  ovum;  a,  zona  pellucida;  b,  yolk;  c,  germinal 
vesicle ;  d,  germinal  spot.  In  the  lower  figure  the  zona  pellucida,  a,  is  ruptured,  and  the  yolk 
granules,  b,  and  the  germinal  vesicle  have  escaped  through  the  opening.— (Coste.) 

prominent  upon  the  surface  of  the  ovary,  are  one-third  ol  an  inch 
or  more  (even  one-half  an  inch)  in  diameter ;  and,  at  length,  in 
connection  with  the  menstrual  flow,  they  burst  and  set  free  the 
contained  ovum,  placed,  as  we  have  seen,  so  as  to  be  thus  dis- 
charged with  certainty  from  the  ovisac  (Fig.  10).  The  rupture 
produced  by  the  dehiscence  of  the  ovisac  extends  through  its 
own  walls,  the  fibrous  coat  of  the  ovary,  and  the  epithelial  in- 
vestment of  the  latter.  It  is  from  one-sixth  to  one-fifth  of  an 
inch  long,  sometimes  less  (Kiwisch,1  p.  12).  Thus  released, 
the  ovum  enters  the  open  extremity  of  the  oviduct  (or  Fallopian 
tube),  and  is  by  it  carried  onward  into  the  uterus.  The  devel- 
opment and  detachment  of  the  ovum  in  this  manner  constitute 

1  On  the  Diseases  of  the  Ovaries.    Translated  by  Dr.  John  Clay.   London,  1860. 
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what  is  termed  ovulation  •  and  the  cavity  left  in  the  ovary — the 
open  and  now  empty  ovisac,  being  occupied  by  blood,  which 
subsequently  changes  its  color — becomes  a  "corpus  luteum" 
(Fig.  11). 


FIG.  10.— Human  Ovary. 

a,  ovisac  with  opening ;  6,  inner  lining  of  the  ovisac  (membrana  granulosa) ;  c,  outer  portion  of 
the  same ;  d,  ovum ;  e,  vascular  wall  of  ovisac. — (Coste.) 

The  cause  of  the  bursting  of  the  ovisac  is  not  understood, 
and  may  as  well  be  accepted  as  an  ultimate  fact.  Kindfleisch 
suggests  that  a  chemical  substance  is  formed  at  the  catamenial 


3  \ 

FIG.  11. — Corpora  Littea  or  Different  Periods. 

B,  corpus  luteum  of  about  the  sixth  week  after  impregnation,  showing  its  plicated  form  at  that 
period. — 1,  substance  of  the  ovary ;  2,  substance  of  the  corpus  luteum ;  3,  a  grayish  coagulum 
in  its  cavity  (after  Dr.  Patterson) ;  A,  corpus  luteum  two  days  after  delivery ;  2>,  in  the  twelfth 
week  after  delivery  (after  Dr.  Montgomery). 

period,  which,  swelling,  bursts  the  capsule,  as  peas  may  in  the 
same  way  be  made  to  burst  a  skull ;  while  Eouget  asserts  the 
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discovery  of  a  muscular  apparatus  in  the  ovary  which  presides 
over  the  expulsion  of  the  ovum  from  the  latter,  and  its  trans- 
mission into  the  Fallopian  tube. 

The  final  destiny  of  the  ovum  depends  on  its  being  fecun- 
dated, or  not,  by  the  spermatic  fluid ;  it  being  detained  in  the 
uterine  cavity  during  the  period  of  gestation  in  the  former  case, 
and  being  lost  and  expelled  among  the  secretions  of  the  uterus 
and  vagina  in  the  latter.  The  fecundated  ovum  increases  in 
size  while  traversing  the  oviduct ;  but,  since  the  latter  has  a 
diameter  at  its  narrowest  portion  (uterine  extremity)  at  least 
three  times  as  great  (^g-  of  an  inch)  as  that  of  the  original 
ovum,  the  latter  but  very  seldom  fails  to  enter  the  uterine 
cavity. 

The  Parovarium  (Organ  of  Rosenmiiller). — The  paroophoron,  or 
parovarium  (Fig.  1),  is  a  relic  of  embryonic  life,  and  is  the 
analogue  of  the  epididymis  of  the  male.  Lying  also  between 
the  folds  of  the  broad  ligaments,  it  consists  of  about  twenty 


Oali. 


FIG.  12.— Internal  Sexual  Organs  of  a  Human  Female  Fcetus  Three  and  a  Half  Inches 

(NINE   CENTIMETRES)   LONG,    MAGNIFIED   TEN   TlMES. 

C'  °hnTvv'  vw*  °iffl  °  a?Cb  ab£?minal  opening  of  oviduct :  E,  epoophoron  (epididymis  of  Wolffian 
OT'k.'  Wolffian  body;  U,  paroophoron  (primordial  kidney  of  Wolffian  body);  F,  Wolffian 
whiM^J saPPeaJlnS  farther  downward;  its  position  is  still  indicated  by  some  thickened  tissue 
piracies l-HWalde"^  ckened  colmective  tissue  around  the  oviduct;  Mp.,  Malpighian  cor- 

whitish   tortuous  tubes  diverging  from  the  upper  and  outer 
portion  of  the  ovary  to  a  larger  trunk  near  to  and  parallel 
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with  the  oviduct.  It  is  narrow  toward  the  ovary  and  about 
one  inch  broad  toward  the  oviduct,  and  hence  is  also  called  the 
corpus  conicum.  Dr.  A.  Farre  remarks  that  it  exhibits  par- 
allel stages  of  development  and  retrogression,  with  its  corre- 
sponding ovary  at  different  periods  of  life.  It  is  what  remains 
in  woman  of  the  "Wolffian  body. 

Another  relic  of  embryonic  life  is  a  small  sac,  scarcely  larger 
than  a  drop  of  water  (three  lines  in  diameter),  which  is  usually 
found  attached  by  a  slender  pedicle,  one-half  inch  long  or  more, 
near  the  fimbriated  extremity  of  the  oviduct.  It  is  what  re- 
mains of  the  canals  of  Miiller ;  from  which  the  uterus,  oviduct, 
and  vagina,  are  originally  developed  (shown  at  12,  Fig.  1). 


SECTION  II. 

DEVELOPMENT    OP   THE    OTAET. 

Having  studied  the  development  of  the  sexual  organs  of  the 
female  from  the  amphibia  up  to  man,  Waldeyer  finds  that,  while 
the  urinary  apparatus  is  always  developed  from  the  epithelium 
of  the  Wolffian  canals,  the  ovary  and  the  oviduct  are  formed 
from  the  germinating  epithelium,  which  together  with  the 
Wolffian  bodies  is  found  in  the  so-called  middle  lamina  of 
Remak.  He  finds  that  this  epithelium  always  constitutes  a 
part,  greater  as  the  animal  is  lower  in  the  scale,  of  the  lining 
of  the  peritoneal  cavity ; x  and  divides  into  two  layers,  one  pro- 
ducing the  ova,  more  or  less  clustered  together  in  an  ovary 
(Fig.  6),  and  the  other  forming  a  duct — Muller's  duct — which 
represents  the  beginning  of  the  future  oviduct.  In  the  lower 
animals  the  ovary  and  the  duct  are,  therefore,  continuous ;  while 
in  the  mammalia  they  are  separated  by  the  development  of  a 
voluminous  kidney,  so  that  a  band  of  peritonaeum  intervenes,  as 
has  been  stated.  Originally,  therefore,  the  epithelium  of  the 
human  ovary  and  the  Fallopian  tube  is  the  same,  and  is  that  of 

1  In  the  frog,  over  one-half  of  the  peritoneal  cavity  is  covered  by  this — the 
ovarian  epithelium,  and  here  it  is  also  ciliated — and  the  rest  of  it  by  the  peritoneal 
epithelium ;  the  oviducts  opening  just  below  the  pericardium.  The  remaining  por- 
tion of  the  peritoneal  cavity  is  a  great  lymph-sac,  as  first  announced  by  Von  Reck- 
linghausen. The  germinal  surface  is,  however,  divided  up  into  islets  by  intersecting 
bands  of  the  peritonaeum.     (Fig.  6.) 
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a  mucous  membrane.  The  ovary  and  the  pavilion  of  the  Fallo- 
pian tube  are,  as  it  were,  pushed  through  the  peritonaeum  into 
its  cavity,  the  peritonaeum  closing  accurately  around  them. 

It  is  not  improbable  that  the  human  peritoneal  cavity  is  at 
first  lined  almost  entirely  by  the  germ-epithelium,  since  in 
some  hermaphrodite  animals  it  contains  the  ova,  the  semen 
filaments,  and  lymph,  at  the  same  time ;  the  oviduct  extending 
directly  from  this  cavity  to  the  exterior  of  the  body.  In  the 
highest  animals  the  germinal  surface  is  reduced  to  a  minimum  ; * 
and  the  lymph-surface,  or  lymph-sac,  becomes  proportionally 
immense.  The  lymph-corpuscle  (or  the  amoeboid  body),  there- 
fore, becomes  a  diagnostic  element  of  the  peritoneal  fluid. 

In  the  human  foetus  of  eleven  or  twelve  weeks,  at  which  time 
the  sex  is  first  distinguishable,  "VYaldeyer  finds  tubular  passages 
extending  downward  from  the  epithelium  into  the  vascular 
stroma  beneath,  which  is  still  but  slightly  developed,  and 
abounds  in  short,  roundish,  spindle-shaped  cells.  These  pas- 
sages are  Pfliiger's  sacs,  as  shown  in  Fig.  13.     The  ovaries  are 


FIG.  13.— Piece  of  Veetical  Section  of  the  Ovaey;  Human  Embkto  Twelve  Weeeb  old, 

MAGNIFIED    THEEE   HlTNDEED    TlMES. 

a,  epithelium ;  5,  opening  of  a  tube ;  c,  larger  primordial  ova ;  d,  spherical  masses  of  ova.— (Waldeyer.) 

now  proportionally  large,  but  smaller  than  the  testes,  and,  like 
the  latter,  lie  in  the  lumbar  region,  though  more  horizontally 
placed ;  their  inner  extremities  not  being  completely  separated 
by  the  rectum.2 

At  thirty  to  thirty-two  weeks  the  ovaries  are  larger,  and  al- 
ready resemble  externally  the  ovaries  of  the  new-born.  The 
epithelial  surface  of  the  ovary  is  sharply  distinguished  at  the 


1  Page  158. 


2  Boinet,  page  8. 
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border-line  from  the  peritonaeum.  The  ovary  has  a  grayish-red 
color,  exactly  like  that  of  the  mucous  membrane  of  the  Fallo- 
pian tubes,  excepting  that  it  has  fewer  blood-vessels.     The  in- 


FIG.  14. — Vertical  Section  through   the  Ovary  op  a  Human   Foetus  Thirty-two  Weeks 

OLD. 

a,  a,  epithelium ;  &,  b,  last  developed  ova-cells  which  can  already  be  recognized  in  the  epithelial  layer ; 
o,  small  trabecule  of  connective  tissue  growing  up  in  the  epithelial  layer ;  below,  primordial  ovi- 
sacs circumscribed  by  small  cells  of  connective  tissue ;  f,  groups  of  epithelial  cells  (spherical  masses 
of  ova)  already  embedded,  with  several  larger  cells  (primordial  ova)  below ;  g,  nucleated-cells. 
-(His.) 

dented  appearance  of  the  surface,  also  (Fig.  14),  contrasts  strik- 
ingly with  the  smooth  and  tense  surface  of  the  ovary  at  two  to 
fifteen  years  of  age.1 

The  long  tubes  above  mentioned  having  freely  anastomosed, 
at  birth  (Fig.  15),  they  enter  the  epithelium  (Fig.  16)  with  narrow 


FIG.  15.— Vertical  Section  prom  the  Ovary  op  a  New-born  Child. 

a,  epithelium ;  b,  b,  ovarian  tubes  connected  with  epithelium  at  c,  c,  c.    Magnified  one  hundred  and 
twenty  times.— (Waldeyer.) 

1  Page  21,  Waldeyer. 
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openings,  and  pass  downward  into  groups  of  primary  follicles 
of  racemose  arrangement.  The  epithelium  of  the  ovary  is  thus 
to  be  regarded  as  the  source  of  the  ova,  since  the  walls  of  the 
ova  as  well  as  the  tubes  are  merely  extensions  of  the  epithe- 
lium ;  and  all  the  epithelial  cells  might  become  ova  did  not  the 
outer  ones  actually  perish  in  the  peritoneal  cavity. 

At  birth  the  ovaries  contain  an  abundance  of  ova  from  T ^  & 
to  T§ir  inch  in  diameter  (averaging  •s^-^).  The  ovisac  now  fits 
closely  upon  the  ovum,  as  it  contains  no  fluid,  and  the  germinal 
membrane  directly  upon  the  germinal  vesicle,  within  which  is 
the  germinal  spot.  The  vitellus  is  faintly  granular,  and  in 
some  ova  scarcely  distinguishable.1 


FIG.  16. — Epithelium  from  the  Ovary  of  a  New-born  Child, 

with  several  of  the  latest  primordial  ova,  a,  a,  a,  magnified  about  two  hundred  and  forty  times. — 

(Waldeyer.) 

At  two  and  half  years  the  fibrous  tissue  is  so  developed  as 
to  cut  off  communication  between  the  epithelium  above  it,  and 
the  stroma  below ;  and  from  this  time  no  indentations  descend 
into  this  layer,  and  the  ova-tubes  and  ova  are  no  longer  formed, 
though  here  and  there  a  primary  follicle  may  still  be  seen.2 

After  puberty  and  until  the  menopause,  Waldeyer  finds  the 
following  layers  in  a  section  through  the  ovary  : 

A.  The  parenchymatous  zone  externally,  containing  (1)  the 
epithelium,  (2)  three  layers  of  the  fibrous  tunic,  (3)  the 
zone  of  younger  follicles,  and  (4)  zone  of  older  and  larger 
follicles. 

B.  The  vascular  zone.3 

Waldeyer  found  no  follicular  indentations  upon  the  surface 
of  the  ovary  at  the  end  of  four  years  after  the  menopause ; 
though  the  cicatricial,  fissure-like  indentations  produced  by  the 
escape  of  ova  during  menstruation  may  be  mistaken  for  follicles, 
since  they  also  are  lined  by  epithelium.4 

1  Dalton,  "  Human  Physiology,"  fourth  edition,  pp.  651,  652. 

2  Page  28,  Waldeyer.  3  Page  29.  4  Page  30. 
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The  ovarian  arteries  anastomose  freely  with  those  of  the 
uterus,  and  are  very  tortuous  in  the  substance  of  the  ovary. 

The  ovarian  veins  form  an  intimate  plexus  (plexus  pampini- 
formis)  in  the  broad  ligaments ;  from  which  the  main  trunks 
pursue  the  course  of  the  ovarian  arteries,  merging  on  the  right 
side  into  the  inferior  vena  cava,  and  on  the  left  into  the  left 
renal  vein. 

The  numerous  lymphatics  of  the  ovary  terminate  in  the 
lumbar  glands,  surrounding  the  inlet  of  the  pelvis. 

The  final  distribution  of  the  nerves  of  the  ovary  has  not 
been  made  out.  They  are  probably  not  sent  beyond  the  ter- 
mination of  the  vessels  in  the  membrana  granulosa,  where  as 
vaso-motor  nerves  they  would  modify  the  nutrition  of  the  ovisac 
and  indirectly  of  the  ovum.  Beyond  this  point,  and  even  in  the 
ovum,  they  could  avail  nothing  further  than  this ;  since  the 
ovum  is  to  be  entirely  isolated  and  removed  from  the  ovisac. 
Though  derived  directly  from  the  great  sympathetic,  the  nerves 
of  the  ovary  doubtless  also  contain  sensory  fibres  from  the 
spinal  cord,  but  in  its  normal  state  the  ovary  is  not  an  organ 
very  sensitive  to  pressure. 

SECTION  III. 

THE   OVIDUCTS,    OE   FALLOPIAN   TUBES. 

The  oviduct  in  the  adult  human  female  is  a  more  or  less 
flexuous  tube,  from  four  to  five  and  three-fourths  inches  long, 
lying  in  front  of,  and  above,  the  ovary,  between  the  folds  of  the 
broad  ligament.  Having  a  diameter  within  of  only  about  one- 
fiftieth  of  an  inch  where  it  commences  at  the  upper  angle  of  the 
uterine  cavity,  it  extends  thence  outward  with  an  increasing 
calibre,  till  it  terminates  in  a  trumpet-shaped  opening,  the  pa- 
vilion, surrounded  by  the  fimbriae,  or  fringe.  This  opening  is 
in  such  relation  to  the  outer  extremity  of  the  ovary  as  to  be 
capable,  through  the  action  of  one  of  the  fimbriae,  of  direct  ap- 
plication around  the  latter  (Fig.  1). 

The  oviduct  being,  developmentally,  a  mere  prolongation 

of  the  uterus  toward  the  ovary,  has  the  same  structure,  viz.,  a 

firm  wall  of  non-striated  muscular  fibre,  invested  externally  by 

peritonaeum,  and  lined  within  by  a  mucous  membrane.     The 

2 
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latter  presents  longitudinal  folds  more  marked  in  its  outer  por- 
tion, and  lias  a  columnar  ciliated  epithelium,  which  covers  the 
outer  as  well  as  the  inner  surface  of  the  fimbriae.1 

M.  Rouget,  in  1858,2  demonstrated  the  muscular  element 
in  the  round,  the  ovarian,  and  the  utero-sacral  ligaments,  and 
in  the  serous  ligament  which  unites  one  of  the  fimbriae  with  the 
ovary.  He  also  discovered  delicate  muscular  fibres  between 
the  folds  of  the  broad  ligament,  and  especially  in  the  course  of 
the  vessels  of  the  ovary,  and  which  he  calls  the  ovario-lumbar 
ligament ;  and  has  shown  that  there  is  a  double  radiation  of 
muscular  fibres  across  the  ovary,  proceeding  from  the  round 
ligament,  and  the  ovario-lumbar  ligament  in  the  membrane 
connecting  the  oviduct  with  the  ovary.  It  is  the  contraction 
of  these  fibres,  he  maintains,  which  brings  the  pavilion  into 
contact  with  the  ovary.  The  vessels  of  the  bulb  of  the  ovary 
and  the  pampiniform  plexus  are  also  everywhere  interlaced  and 
enveloped  by  muscular  fibres  proceeding  from  both  the  ovarian 
and  the  ovario-lumbar  ligaments,  which,  contracting  under 
excitation  originating  probably  in  the  ovum,  both  cause  the 
application  of  the  pavilion  to  the  ovary,  and  produce  the 
haemorrhage  of  menstruation. 

The  views  of  Rouget  need  confirmation. 

The  oviducts  are  developed  in  continuity  with  the  uterus 
and  the  vagina,  and  like  them  also,  from  Muller's  canals.  The 
remains  of  these  duets  are  shown  at  12  (Fig.  1).  The  scope 
of  this  work  does  not  demand  more  on  this  topic  than  the 
statement  that  the  pavilion  opens  (the  tube  previously  ter- 
minated in  a  cul-de-sac)  in  the  fourth  month,  and  the  fimbriae 
some  time  afterward ;  and  that  the  flexuosities  are  first  perceived 
in  the  fifth  month,  and  at  the  eighth,  and  for  some  years  after 
birth  are  more  decided  than  in  the  adult. 

Finally,  attention  is  called  to  the  non-striated  muscular  fibres 
between  the  folds  of  the  broad  ligament,  and  the  loose  connec- 
tive tissue  which  maintains  the  different  parts,  and  organs  already 
described,  in  their  relations  to  each  other,  and  which  sometimes 
becomes  the  seat  of  cystic  development,  as  will  be  seen. 

1  Gray's  Anatomy. 

s  "  Recherches  sur  les  Organs  erectiles  de  la  Femme,"  etc.,  "  Brown-Sequard's 
Journal  de  la  Physiologie,"  tome  i.,  1858. 


CHAPTER  II. 

OVARIAN   TUMORS — THEIR   CLASSIFICATION   AND   PATHOLOGICAL 
ANATOMY. 

SECTION    I. 
SOLID   OVARIAN   TTJMOE8. 

The  ovary  is  liable  to  many  pathological  conditions;  of 
which  the  different  varieties  of  tumors  alone  are  to  be  considered 
in  this  work. 

Classification  of  Ovarian  Tumors.  —  Ovarian  tumors  may  be 
arranged  under  two  general  heads — the  solid  and  the  cystic. 
There  is,  of  course,  no  such  thing  as  a  fluid  tumor ;  the  tumors 
thus  named  being  cysts  with  fluid  contents.  By  mixed  or 
compound  tumors  are  meant  those  consisting  of  cysts,  together 
with  a  solid  portion.  These,  however,  present  no  peculiar 
anatomical  elements,  and  require  no  extended  notice  here. 
Their  cysts  are,  moreover,  a  secondary  development  from  ramol- 
lissemerbt  of  the  solid  portion,  e.  g.,  a  cystic  sarcoma  is  merely 
a  development  of  cysts  in  a  fibroid  tumor,  and  will  be  again 
mentioned  under  that  head.  Cystic  carcinoma  is  another 
similar  instance ;  and  colloid  degeneration,  sometimes  included 
among  the  mixed  tumors,  will  be  found  to  be  an  element  of 
several  of  the  tumors  to  be  described. 

The  following  are  the  varieties  of  solid  ovarian  tumors  : 

I.  Enchondroma. 
II.  Osteoma  (Ossification). 

III.  Carcinoma. 

IV.  Papilloma. 

V.  Fibroma,  \  0f  the  Corpora  Lutea. 
(  Of  the  Stroma. 

I.  Of  Enchondroma  and  Ossification  but  little  need  be  said. 
But  two  cases  of  the  former  are  on  record,  both  reported  by 
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Kiwisch,  and  both  doubtful.  Scanzoni  saw  one  of  them,  and 
considered  it  an  ovarian  fibroid,  with  a  new  formation  of  car- 
tilage; and  Klob  was  not  satisfied  respecting  the  other,  but 
suggests  that  this  also  was  a  case  of  that  kind,  as  sometimes 
occurs  in  ovarian  cysts. 

II.  Ossification,  on  the  other  hand,  is  not  very  uncommon  in 
ovarian  fibroids  (Rokitansky).  Bone  is,  however,  like  cartilage, 
always  a  new  formation  in  a  preexisting  tumor. 

III.  Carcinoma  of  the  ovary  is  very  rare,  though  up  to  the 
present  time  there  has  been  too  strong  a  tendency  among  path- 
ological anatomists  to  admit  its  frequency.  Dr.  Bright  regarded 
most  of  his  reported  cases  of  ovarian  tumors l  as  being  malig- 
nant. At  the  present  time,  also,  much  is  said  of  the  alveolar 
cancer  of  the  ovary ;  which,  for  me,  is  not  cancer  at  all.  The 
so-called  tumor  will  be  described  in  the  next  class.  The  colloid 
matter  it  contains  will  be  found  to  be  common  in  cysts  certainly 
not  malignant. 

Cancer  is  said  usually  to  affect  both  ovaries  at  the  same 
time ;  and  it  is  added  that  the  encephaloid  variety  is  more  com- 
mon than  the  scirrhous.  It  is  my  opinion,  after  observations 
extending  over  twenty-five  years,  that  medullary  cancer  of  the 
ovary  is  more  rare  than  scirrhous ;  many  of  the  cases  thus  re- 
ported being  simply  the  benign  papillomatous  or  dendritic  form 
of  tumor,  hereafter  to  be  described.  I  also  think  a  single  ovary 
to  be  more  frequently  affected  by  scirrhus  than  both. 

Scirrhus  of  the  ovary  at  first  presents  the  same  hard,  nod- 
ulated surface  as  elsewhere,  but  it  not  seldom  has  a  secondary 
development  of  encephaloid  on  its  surface.  It  rarely  attains  to 
a  size  larger  than  an  orange,  and  is  generally  associated  with 
ascites.  The  latter  is,  indeed,  always  to  be  considered  as  sug- 
gestive of  scirrhus  of  the  ovary,  if  an  ovarian  tumor  of  but  small 
dimensions  is  known  to  coexist  with  the  ascitic  accumulation. 

Cancer  of  both  forms  not  very  seldom  commences  in  a  neigh- 
boring part,  and  extends  to  the  ovaries.  It  may  also  occur 
secondarily,  in  a  larger  ovarian  tumor.  I  have  met  with  two 
instances  of  this  kind.     It  may  also  contain  pigment-cells.     But 

1  "On  Abdominal  Tumors."  New  Sydenham  Society,  edition  1860. — Madame 
Boivin  also  considered  all  large*  tumors  of  the  ovary  to  be  malignant ;  and  Dr.  Sey- 
mour seems  to  have  been  of  the  same  opinion. — (T.  S.  Lee,  p.  221.) 
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the  rarity  of  this  disease,  as  commencing  in  the  ovary,  may  be 
inferred  from  the  fact  that  T.  Spencer  Wells  mentions  but  three 
cases 1  in  his  first  four  hundred  cases  of  ovariotomy,  and  Dr. 
Charles  Clay  has  found  but  six  instances  of  undoubted  carcinoma 
in  five  thousand  cases  diagnosticated  by  him.  I  have  myself 
seen  but  two  cases  of  demonstrated  and  two  of  strongly-suspected 
cancer  commencing  in  the  ovary,  in  over  two  hundred  cases  of 
autopsies  and  ovariotomies,  in  which  I  have  been  concerned  as 
principal  or  otherwise.  We  must,  therefore,  regard  the  follow- 
ing statement  of  Kiwisch,  and  which  has  doubtless  had  much 
influence  upon  gynaecologists,  as  an  exaggerated  one  : 

Cancer  of  the  ovaries,  with  the  exception  of  childhood,  spares  no 
period  of  life,  and  it  is  not  rare  in  the  prime  of  life;  but  medullary  cancer 
occurs  in  young  persons  exclusively,  particularly  with  alveolar  softeniug 
of  the  tissue.  The  fibrous  cancer,  on  the  other  hand,  belongs  chiefly  to 
the  advanced  periods  of  life.  "We  have  besides  to  observe  that  ovarian 
cancer  breaks  out  much  earlier  than  uterine ;  for,  while,  in  a  great  number 
of  uterine  cancers,  we  have  as  yet  seen  none  developed  before  the  age  of 
twenty-four  years,  we  have  observed  very  extensive  ovarian  cancer  in  a 
girl  of  seventeen.  However,  the  frequency  of  ovarian  cancer,  compared 
with  the  uterine,  if  we  except  the  secondary  forms  which  proceed  from 
the  latter  affection,  is  not  so  considerable ;  and,  according  to  our  observa- 
tions, we  may  assume  that,  for  every  five  cases  of  primitive  uterine  cancer, 
there  occurs  one  case  of  primitive  ovarian  cancer.  But,  among  the  solid 
tumors,  cancer  and  adipose  cysts  are  the  most  frequently-occurring  forms 
of  disease. — Diseases  of  the  Ovaries,  p.  243. 

The  statement  of  T.  Safford  Lee,  also,  that  he  had  seen  a 
scirrhous  ovary,  discovered  by  the  patient  soon  after  labor,  rise 
in  seven  weeks  to  the  umbilicus,  from  the  size  of  a  fist,  must 
be  received  with  some  doubt  as  to  the  correctness  of  his  diag- 
nosis (p.  228).  I  believe,  with  Fehr,3  that  carcinoma  of  the  ovary 
is  the  least  common  of  all  its  diseases.  It,  however,  sometimes 
attains  to  a  large  size.  Lebert  mentions  a  carcinomatous  ovary 
weighing  eleven  pounds  ;  and  I  have  seen  a  case  in  consultation 
with  Dr.  J.  L.  Brown,  of  this  city,  in  which  the  tumor  weighed 
nineteen  pounds. 

1  Cases  61,  62,  and  82 — all  in  his  first  114  cases.  The  first  would  not,  I  think, 
now,  be  termed  cancer  at  all.  The  other  two  patients  died  of  cancer  several  months 
after  the  operation,  but  there  is  no  proof  that  the  ovary  was  the  starting-point  of 
the  disease. 

2  "Die  Ovariotomie,  geschichtlich  und  kritisch  bearbeitet,"  Heidelberg,  1864,  p.  44. 
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Rindfleisch,1  who  maintains  that  the  medullary  cancer  is  the 
most  common,  though  rare,  in  the  ovary,  thinks  that  it  may  origi- 
nate in  the  ovisacs  or  in  the  tissue  between  them,  though  fur- 
ther proofs  are  wanting.  He  adduces  the  regularly  areolar 
formation  of  the  round  nodes  of  which  the  tumor  consists,  as  a 
proof  of  the  first-mentioned  origin.  The  marginal  portion  of 
such  a  tumor,  of  the  size  of  a  hen's-egg,  is  represented  by  Fig. 
17.  The  vessels  are  filled  by  a  blue  mass,  and  the  nodule 
touches  the  tunica  albuginea,  which  is  covered  by  a  number  of 


FIG.  17. — Glandtjxae  Carcinoma  of  the  Ovary. 

The  peritoneal  covering,  thickened  and  surmounted  by  papillae,  shows  in  one  of  these  papillae  a  com- 
mencing carcinosis.    Magnified  three  hundred  diameters. — (Eindfleisch.) 

papillary  excrescences.  Its  section  resembles  that  of  a  tubular 
gland,  e.g.,  the  cortical  substance  of  the  kidney.  All  the 
branchings  of  the  cancerous  stroma  are  vascular,  and  carry  the 
cancerous  cells,  like  a  low  cylinder  epithelium,  leaving  between 
their  transverse  sections  open  spaces  resembling  vascular  canals. 
The  tunica  albuginea  is  not  itself  infiltrated  with  carcinomatous 
deposit,  but  forms  a  very  firm  partition  between  the  nodes  on 
one  side  and  the  papillae  on  the  other.  One  of  these  papillae 
shows  in  its  somewhat  swollen  body  a  plainly  visible  beginning 
of  new  cancerous  formation.     Parallel  with,  but  not  very  close 

1  "Lehrbuch   der  pathologischen  Gewebelehre."     Von  Dr.  Eduard  Rindfleisch. 
Leipzig,  1866. 


PAPILLOMA   OF   THE   OVARY.  23 

to  its  vessels,  there  are  longitudinal  fissures  filled  with  the  same 
large  epithelial  cells  which  we  recognize  as  cancer-cells  in  the 
nodes  below.  Bindfleisch  thinks  that  the  lymphatics  are  here, 
as  in  the  formation  of  tubercle,  the  starting-point  in  the  devel- 
opment of  the  disease,  their  endothelium  growing  profusely  into 
cancer-cells.  A  sprouting  out  of  an  already-existing  epithelium, 
possibly  of  the  ovisacs,  is  out  of  the  question,  since  the  tunica 
albuginea  separates  the  papillae  from  the  ovarian  node.  If, 
therefore,  the  ovarian  carcinoma  belongs  to  the  glandular  form, 
it  is  at  least  able  also  to  extend  itself  into  the  connective  tissue 
and  its  cavities,  after  having  grown  beyond  the  glandular  organ 
first  affected  (p.  452).  But  the  researches  of  Waldeyer,  respect- 
ing the  epithelium  of  the  ovary,  showing  that  it  is  of  the  same 
nature  and  origin  as  that  of  the  ovisacs,  lead  us  to  conclude 
that  the  cancer-cell  may  be  originally  or  secondarily  developed 
in  it  as  well  as  in  them. 

In  regard  to  colloid  cancer  of  the  ovary,  it  should  be  said 
that  no  amount  or  variety  of  consistency  of  colloid  contents  of  an 
ovarian  cyst  demonstrates  its  malignant  character ;  and  the  ex- 
pression should  be  dropped.  Colloid  throughout  this,  as  in 
recent  German  works,  merely  means  a  gelatinous  substance. 

True  acephalocysts  (hydatids)  of  the  ovary  have  not  yet 
been  anatomically  demonstrated  (Boinet,  p.  111). 

IV.  Papillary  Tumors  (papilloma)  of  the  ovary  are  also  ex- 
ceedingly rare.  They  rise  from  a  corpus  luteum  (p.  11),  and 
correspond  to  its  mass,  being  of  about  the  size  of  a  pea,  and 
consisting  of  vascular,  villous,  reddish-yellow  proliferations. 

Bokitansky  also  describes  a  dendritic  form  of  papilloma  of 
the  corpus  luteum,  consisting  of  various  lentil-shaped,  flat,  white, 
fibrous  little  bodies,  depending  from  a  ramifying  pedicle.  In 
1862,  Klob  found  a  similar  tumor  as  large  as  a  pea  in  the  upper 
border  of  the  right  ovary  of  an  old  woman.  Both  ovaries  were 
scarred,  and  rather  small,  and  the  uterus  showed  that  she  had 
borne  children.  But  there  was  no  trace  of  a  corpus  luteum  at 
the  base  of  the  tumor,  as  there  was  not  in  Bokitansky's  case ; 
and  Klob  doubted  if  either  had  any  connection  with  ovulation. 

V.  Fibroma  of  the  ovary  presents  two  varieties : 

a.  Fibroma  of  a  corpus  luteum. 

5.  Fibroma  of  the  stroma  of  the  ovary. 
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a.  Fibrous  tumor 's,  originating  in  a  corpus  luteum,  possess  a 
good  deal  of  interest,  they  being,  unlike  the  following  variety, 
enclosed  in  a  dense  capsule  corresponding  with  the  previous 
limits  of  the  corpus  luteum.  The  smallest  tumors  have  a  puck- 
ered envelope.  They  sometimes  have  a  central  cavity  filled 
with  serum.  Only  three  cases  of  this  form  of  ovarian  fibroid 
have  been  recorded ;  two  by  Kokitansky,  and  one  by  Klob : l 

Case  I.  (Kokitansky.) — Patient  aged  forty-five ;  in  left  ovary  a  mass 
large  as  a  walnut,  tuberous,  elastic,  dense,  oblong,  and  in  a  distinct  mem- 
branous envelope.  A  trans-section  showed  a  puckered  rind  one  to  one 
and  a  half  line  thick,  and  of  a  reddisb-wbite  color.  Within  was  a  dense 
white,  fibrous,  radiated,  connective  tissue.  There  was  an  osteoma,  of  the 
size  of  a  pea,  in  a  portion  of  the  rind. 

Case  II.  (Rokitansky.) — Patient  aged  forty-three ;  in  the  right  ovary 
there  was  a  tuberous  mass  much  larger  than  a  walnut.  Trans-section 
showed  a  thick  whitish  stratum,  connected  externally  with  the  remains  of 
the  ovary,  which  seemed  transformed  into  a  membrane.  Within  this  was 
a  fibrous,  white,  and,  in  some  parts,  rose-colored  mass,  enclosing  two  dis- 
tinct cavities,  containing  clear  serum. 

Case  III.  (Klob.) — Patient  aged  fifty-eight ;  there  was  a  tumor  of  the 
left  ovary,  as  large  as  a  child's  head,  depending  from  the  posterior  lamina 
of  the  broad  ligament  by  a  pedicle  one  inch  long,  and  twisted  one  and  a 
half  time  round,  it  being  also  adherent  to  the  omentum  inajus  and  the 
pelvic  peritonaeum.  (I  shall  refer  to  it  on  a  subsequent  page,  as  being  a 
fibroid  of  the  ovarian  stroma.)  But  this  mass,  on  trans-section,  contained 
a  white  body  (corpus  albidum)  of  the  size  of  a  pea,  surrounded  by  a  loose 
capsule,  being  also  itself  loose  but  tenacious  in  consistency.  Its  peripheric 
layers  only  present  a  yellowish  tissue,  nowhere  more  than  a  quarter  of  an 
inch  thick,  traversed  here  and  there  by  whitish  lines,  and  forming  by  its 
distinct  limitation  a  sort  of  rind-substance.  This  layer  feels  fatty,  but  is, 
on  the  whole,  rather  tenacious.  The  microscope  reveals  firm  fibrillar  con- 
nective tissue  and  an  abundance  of  its  corpuscles  undergoing  fatty  degen- 
eration. The  inner  portion  of  the  tumor  is  fibrous,  tenacious,  uniformly 
pale  red,  and  consists  of  older  and  younger  connective  tissue.  There  is 
no  trace  of  cancerous  elements. 

b.  A  fibroma  of  the  stroma  of  the  ovary  is  histologically  sim- 
ply a  diffuse  proliferation  of  the  connective  tissue  of  that  organ. 
This  ensues  most  frequently  as  a  consequence  of  oophoritis,  and 
both  ovaries  are  generally  affected  by  it,  if  thus  produced,  but 
remain  of  small  size. 

1 "  Pathological  Anatomy  of  the  Female  Sexual  Organs."  By  J.  M.  Klob,  M.  D. 
Translated  by  J.  Kammerer,  M.  D.     New  York,  1868. 


FIBROID  TUMORS   OF  THE  OVARY.  25 

Fibroids  of  the  ovarian  stroma  are  very  rare,  and  not  often 
exceed  the  size  of  a  goose's-egg.  They  are  very  dense,  firm, 
and  lobular,  and  no  elements  of  the  ovisacs,  not  even  their 
cicatrices,  appear  in  them.  Bindfleisch  alludes  to  the  ovarian 
fibroma  as  a  variety  of  "  histoid "  tumor,  but  does  not  give  any 
other  example.  They  differ  from  uterine  fibroids  in  the  pre- 
dominance of  firm  connective  tissue,  and  the  absence  of  muscu- 
lar fibre ;  the  latter  having  been  but  once  met  with — by  Sangali 
(Virchow,  vol.  iii.,  p.  227).  This  observation  of  Sangali  may 
be  explained  by  reference  to  Bouget's  discovery  of  muscular 
fibres  crossing  the  ovary,  which  has  already  been  specified. 
Virchow  states  that  they  contain  no  muscular  fibres,  or  but 
very  few.  Besides,  they  cannot,  like  uterine  fibroids,  be  enu- 
cleated. Generally,  they  affect  but  one  ovary ;  or,  if  both,  not 
equally.  '  Foerster  records  a  case  in  which  one  ovary  was  as 
large  as  a  swan's-egg,  and  the  other  three  or  four  times  that 
diameter.  It  has  been  stated  that,  if  both  ovaries  be  symmetri- 
cally affected  by  tumors,  the  disease  is  generally  carcinoma.  In 
one  of  Scanzoni's  cases  the  fibroma  consisted  of  several  portions 
crowded  together.  T.  Safford  Lee,  however,  mentions  a  case 
of  fibroma  of  both  ovaries  in  King's  College  Museum  (No.  4), 
each  ovary  being  as  large  as  a  cocoa-nut  (p.  225).  Mr.  Spencer 
Wells 1  presented  to  the  London  Pathological  Society  a  fibrous 
tumor  of  the  ovary  the  size  of  a  large  cocoa-nut,  so  hard  that  it 
could  be  divided  only  by  the  saw.  Its  denser  parts  were  calci- 
fied by  a  deposit  of  carbonate  of  lime.  Waldeyer 2  describes  a 
diffuse  ovarian  fibroid  somewhat  similar  to  the  above.  It  was 
about  six  by  four  and  a  half  inches  in  size,  and  weighed  a  little 
over  two  pounds.  It  was  so  hard  that  it  was  difficult  to  make  a 
section,  and  resembled  osteoid  tumor  of  the  upper  jaw. 

The  rarity  of  fibroma  of  the  ovarian  stroma  is  shown  by  the 
fact  that  Kiwisch  notes  but  two  cases  (p.  223),  and  Scanzoni  but 
four.  Klob  reports  one  case.  I  have  myself  seen  two  cases ; 
one  of  them  removed  by  Prof.  Thomas,  at  the  Bellevue  Hos- 
pital, in  September,  1864.  Dr.  Van  Buren  also  removed  two 
such  tumors  in  1849  and  1850.3    Kiwisch's  cases,  and  the  two 

1  "  Trans.  Lond.  Path.  Soc,"  vol.  x.,  p.  199.         2  Arch,  fur  GynaeM.,  ii.,  3, 1811. 
3  Reported  in  New  York  Journal  of  Medicine,  March,  1850;  and  March,  1852, 
vol.  viii.,  p.  212. 
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last-mentioned,  varied  from  the  size  of  the  foetal  to  that  of  the 
adult  head. 

It  should  here  be  stated  that  adenoma '  of  the  ovary  has 
more  recently  been  asserted.  But,  since  this  term  is  rightly 
applied  only  to  an  hypertrophic  development  of  the  epithelial 
element  of  a  gland,  the  subject  needs  further  investigation. 

The  question  has  arisen,  whether  the  ovarian  fibroid  ever 
attains  to  a  size  so  great  as  to  produce  symptoms  demanding  its 
removal  by  the  operation  of  ovariotomy.  Yirchow  thinks  that 
all  the  "well-authenticated  cases  vary  in  size  from  a  hen's-egg  to 
a  child's  head ;  and  that  all  the  larger  solid  tumors  he  has  seen 
were  iibro-cystoma,  hard  carcinoma,  or  a  mixture  of  myoma  and 
carcinoma. 

On  the  other  hand,  the  larger  ovary  in  Foerster's  case,  just 
alluded  to,  was  of  the  size  of  a  man's  head.  So  was  the  largest 
of  Scanzoni's  four  cases ;  its  tissue  being  loose,  vascular,  and  in 
some  parts  presenting  a  "cavernous  disposition"  of  the  veins. 
Dr.  Thomas's  case  was  the  fac-simile  of  the  last-mentioned.  In 
Dr.  Yan  Buren's  cases  the  tumor  was  as  large  as  the  adult  head. 
Cruveilhier,  however,  claims  to  have  found  an  ovarian  fibroid 
weighing  forty-six  pounds,  and  Simpson  one  of  fifty-six  pounds 
(T.  S.  Lee,  p.  224).  As  secondary  cysts  are  not  seldom  devel- 
oped in  this  form  of  fibroma,  we  may  believe  that  these  were 
instances  of  fibro-cystoma,  and  not  of  simple  fibroma  of  the  ovary. 
Dr.  A.  Clark,  of  this  city,  detected  the  commencement  of  sec- 
ondary cysts  in  Dr.  Yan  Buren's  first  case  ;  and  Yirchow  states 
that  cysts  may  be  formed  within  them,  containing  a  clear  fluid, 
of  a  pulpy  or  a  bloody  coagulated  mass,  as  seen  in  Fig.  18. 
The  ovarian  fibroma  is  also  liable  to  ossification  as  a  secondary 
change. 

There  need,  therefore,  be  no  further  doubt  whether  an 
ovarian  fibroma  may  not  produce  symptoms  demanding  the 
operation  of  ovariotomy  from  its  size  merely ;  and  whether, 
in  its  primary  condition,  or  after  assuming  the  form  of  a  fibro- 
cystoma.2  And  in  this  view  it  becomes  relatively  of  very  high 
practical  importance,  since  no  other  solid  tumor  of  the  ovary  is 

1  See  description  of  such  a  tumor  in  vol.  vi.  of  the  "  Obstetrical  Transactions," 
pp.  181-3. 

2  The  term  cystic  sarcoma  is  not  a  sufficiently  distinctive  term,  and  should  be 
dropped. 
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of  sufficient  size  to  be  placed  in  this  category — a  very  few  cases 
of  carcinoma,  possibly,  excepted.  These  two  forms  only  of 
solid  tumor  of  the  ovary  will,  therefore,  be  recognized  in  the 
subsequent  chapters  of  this  work. 


FIG.  18. — Lobular  Fibro-cystoma  of  the  Left  Ovary  of  a  Married  Woman,  Thirty-eigih 
Tears  old,  and  very  fat. 

Vertical  section. — The  change  affects  the  entire  ovary;  only  the  region  of  the  hihis  and  a  portion  of 
the  stroma  are  still  preserved.  Thence  the  fibrous  layers  pass  continuously  into  the  periphera, 
portions  of  the  tumor,  forming  several  nodules,  which  originated  independently  of  each  otherl 
and  which  consist  of  a  felt-  or  tendon-like  tissue.  Muscular  fibres  are  not  plainly  perceived ; 
even  the  connective-tissue  elements  are  very  sparse  and  fine,  and  changed  almost  completely 
into  elastic  fibres.  Microscopically,  the  tissue  resembles  exactly  that  of  the  semilunar  cartilages 
of  the  knee.  On  several  places,  especially  at  the  uterine  termination,  cysts  with  smooth  walls, 
but  of  irregular  shape,  are  found  ;  none,  however,  in  the  indurated  portions.  The  whole  swelling 
measures  three  and  three-quarter  inches  (seven  em.)  in  length,  one  inch  (two  to  three  cm.)  in 
height,  and  three  quarters  of  an  inch  (two  cm.)  in  breadth.  Specimen  No.  102  of  the  year  1863. 
There  also  existed  indurative  hyperplasia  of  the  uterus  with  the  formation  of  myoma  in  the 
fundus,  acne  of  the  vaginal  portion,  and  cyst  formation  in  the  neck ;  in  the  fundus  of  the  vagina 
a  fibro-myoma  of  the  size  of  a  hazel-nut.  Perimetritical  adhesions.  The  right  ovary  somewhat 
enlarged,  with  a  callous  capsule  and  the  corpora  fibrosa  but  slightly  developed. — (Virchow.) 

While,  however,  the  greater  magnitude  of  the  ovarian 
fibroma,  and  fibro-cystoma,  is  admitted  as  actually  occurring, 
it  must  also  be  stated  that,  in  a  considerable  proportion  of  the 
cases  more  recently  reported,  of  the  removal  by  ovariotomy  of 
large  fibroids  and  fibro-cysts  of  the  ovary,  a  uterine  fibro-cystoma, 
and  not  an  ovarian,  has  actually  been  removed.  The  tumor 
may  have  extended  to  the  ovary,  and  perhaps  involved  it,  so  as 
to  mislead  any  one  but  an  expert.  The  number  of  such  re- 
ported cases  will  diminish  in  proportion  as  such  mistakes  are 
corrected,  by  a  proper  examination  of  the  mass  removed. 

Finally,  ovarian  fibroids  of  the  stroma  may  sometimes  pro- 
duce very  serious  effects  independently  of  their  size,  and  thus 
also  demand  the  operation  of  ovariotomy.  In  one  of  Kiwisch's 
cases  the  tumor  became  partially  gangrenous  and  produced  the 
death  of  the  patient.  They  sometimes  become  necrosed  by 
pressure  during  labor ;  and  may  then  lead  to  the  formation  of 
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fistulous  passages  into  the  vagina,  or  rectum,  for  the  discharge 
of  the  ichorous  fluid  from  the  pelvis  (Rokitansky).  Klob's  case 
of  fibroma  of  the  corpus  luteum  (p.  24)  occurred  in  an  ovarian 
fibroid  of  the  size  of  a  child's  head,  whose  pedicle  was  twisted 
once  and  a  half  round;  this  producing  extreme  congestion,  and 
consequent  softness  of  the  tumor.  In  Dr.  Yan  Buren's  first 
case  the  pedicle  was  twisted  to  precisely  the  same  extent,  and 
was  also  livid  with  congestion.  Necrosis  of  the  whole  mass 
must  very  soon  have  occurred.  I  shall  again  refer  to  his  two 
cases. 

SECTION"  II. 

OTSTIO   TUMORS   OF   THE    OVAET. — (OTAEIAN   OY9TS.) 

Cysts  are  more  frequently  developed  in  the  ovary  than  in 
any  other  organ,1  the  kidney  perhaps  excepted,  and  their  larger 
forms  were  formerly  included  in  the  term  "  ovarian  dropsy,"  or 
"  hydro-ovarium."  Rindfleisek  remarks  that  this  organ  has  in 
its  ovisacs  a  preformed  disposition  to  cysts ;  since,  if  the  mature 
ovisac  does  not  burst,  as  before  explained  (p.  10),  it  becomes  a 
cyst  at  once,  to  be  referred  to  some  one  of  the  following  varie- 
ties. All  ovarian  cysts,  however,  are  not  developed  from  ovi- 
sacs, as  will  be  seen  farther  on. 

Of  cystic  tumors  of  the  ovary  there  are  three  classes,  includ- 
ing five  varieties : 

I.  Hydrops  Folliculorum, 

(  Struma, 
II.  Cystoma  Ovarii,  ■<  Oligocysts, 
(  Polycysts. 
III.  Dermoid  Cysts. 

All  other  cysts  of  the  ovary  are  of  secondary  formation ;  i.  e., 
cysts  occurring  in  a  solid  ovarian  tumor  from  softening  or  other- 
wise. The  fibro-cystoma  has  already  been  mentioned  (p.  26),  as 
an  instance. 

I.  Hydrops  Vesicularum  (Folliculorum2).  —  This  is  the  sim- 
plest form  of  ovarian  cysts,  and  the  least  important ;  since  they 

1  The  lower  animals,  also,  especially  birds,  and  of  them,  above  all,  the  domestic 
fowls,  are  liable  to  ovarian  dropsy  (Seymour,  p.  4,  note).  The  cow  is  also  some- 
times found  affected  by  this  disease. 

s  This  word  is  objectionable ;  since  the  ovisacs  are  not  follicles,  but  vesicles. 
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seldom  attain  such  a  size  as  to  render  them  recognizable  during 
life,  and  do  not  require  any  surgical  interference.  They  are, 
however,  far  more  frequently  found  in  ^post-mortem  examina- 
tions than  any  other  form  of  ovarian  cyst. 

Often  not  larger  than  a  cherry,  they  are  sometimes  of  the 
size  of  the  fist,  or  even  of  a  child's  head.  They  occur  in  children, 
even  in  the  new-born,  and  in  adults,  and  single  or  plural  in 
both.  They  have  smooth,  thin,  almost  non-vascular  walls,  and 
contain  a  clear,  serous  fluid,  resembling  blood-serum. 

The  preceding  facts  suggest  the  idea  that  this  form  of  cyst 
is  merely  an  ovisac  over-distended  by  its  normal  contents  ab- 
normally increased  in  quantity.  In  the  adult  female,  any  ovisac 
containing  a  ripe  ovum  would  thus  become  a  cyst,  if  its  rupture 
was  by  any  agency  prevented. 

Eoldtansky  has  demonstrated  the  origin  of  the  cysts  under 
consideration,  by  finding  the  ova,  though  in  but  a  single  instance 
in  which  the  cysts  were  no  larger  than  a  cherry.  That  they 
occur  in  the  new-born,  also,  is  not  surprising,  since  it  has  been 
seen  (p.  8)  that  imperfectly-developed  ovisacs  exist  in  immense 
numbers  at  birth,  though  the  ova  are  still  incomplete,  and  there- 
fore cannot  be  found  even  in  small  cysts.  But,  even  as  they 
occur  in  the  adult,  it  is  not  to  be  expected  that  so  delicate  a 
structure  as  the  ovum  would  long  be  preserved,  or,  if  so,  could 
be  found  in  a  large  amount  of  fluid.  Hence  ova  have  been 
found  in  the  adult  only  in  cases  of  very  small  cysts. 

A  distinction  has  been  attempted  between  hydrops  folliculi 
and  hydrops  ovarii,  which  is,  however,  of  no  practical  impor- 
tance. Rindfleisch  remarks  that  the  usual  hydrops  ovarii  be- 
longs to  another  category,  since  here  neoplasms  occur  belonging 
to  an  entirely  different  method  of  development ;  for  it  results 
in  an  ovisac  containing  the  usual  cell-mass  of  the  membrana 
gramilosa  and  the  ovum,  from  an  accumulation  of  a  larger 
quantity  of  albuminous  fluid,  and  which  is  here  from  the  begin- 
ning serous,  and  not  mucous.  The  ovum  afterward  perishes, 
and  its  disintegration  can  be  plainly  seen.  First  the  outer  por- 
tion, the  protoplasm-mass,  is  dissolved  into  a  softer  substance, 
which  is  easily  crushed,  and  finally  entirely  liquefies.  Then 
nothing  remains  but  a  simple  serous  sac  (p.  446). 

Thus  hydrops  ovarii,  if  the  distinction  be  retained,  is  pri- 
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marily  a  mere  hydrops  vesicularum,  and  only  serves  to  distin- 
guish the  case  where  the  cysts  are  more  numerous  and  of  a 
larger  size,  and  the  ovary  is  thus,  to  a  greater  extent,  invaded  by 
the  disease.  The  largest  cysts  may,  however,  be  formed  by  the 
fusion  of  smaller  ones,  as  sometimes  occurs  with  the  form  of 
cyst  next  to  be  described ;  and  in  such  cases  the  term  dropsy 
of  the  ovary  is  even  more  appropriate,  though  still  objection- 
able, since  other  cysts  equally  deserve  this  designation.  It  will 
not  again  recur  in  this  work. 

Hydrops  vesiculse  is  not  seldom  found  in  pregnant  and 
puerperal  women ;  a  larger  number  of  ovisacs  becoming  drop- 
sical, whence  the  ova  can  be  obtained  on  opening  the  cysts  and 
carefully  examining  their  fluid.  This  affection  usually  coexists 
with  intense  catarrh  of  the  sexual  organs,  or  metrorrhea  ;  and 
it  might  justly  be  termed  a  catarrh  of  the  ovisacs. 

II.  Cystoma  Ovarii. — Under  this  head *  are  included  those 
cysts  of  the  ovary  which  are  to  the  physician  and  the  surgeon 
of  the  highest  importance,  since  they  alone,  with  a  few  excep- 
tions of  the  dermoid  cyst,  and  still  fewer  of  the  ovarian  fibro- 
ma (p.  26),  demand  the  interference  of  the  latter.  Of  one 
hundred  tumors  removed  by  ovariotomy,  at  least  ninety-seven 
will  be  found  to  belong  to  the  two  forms  of  cystoma  next  to  be 
considered.  They  also  surpass  in  magnitude  all  other  patho- 
logical formations.  To  these,  therefore,  and  the  dermoid  cyst, 
the  remainder  of  this  work  will  be  almost  exclusively  devoted. 

Bindfleisch  defines  cystoma  ovarii  to  be  a  cystic  degenera- 
tion of  the  ovary — one,  or  several,  or  many  cysts  substituting 
the  organ.  Whether,  however,  the  mass  consists  of  one  or  of 
several  cysts,  he  thinks  of  no  importance  to  the  pathological 
anatomist,  since  it  is  proved  that  all  ovarian  cystomata  contain 
several  or  many  cysts  at  the  beginning,  and,  of  these,  several 
cysts  become  melted  into  one. 

Practically,  however,  it  is  a  question  of  much  interest 
whether  a  single  cyst,  or  a  very  few,  or  very  many  cysts,  exist 
in  a  given  case ;  and  whether  there  are  different  varieties  of 
ovarian  cystoma,  which  manifest  original  differences  in  the  ten- 
dency to  become  monocystic  or  to  remain  polycystic ;  and  it  is 
upon  such  an  original  difference  that  the  distinction  has  been 

1  From  nvGTig,  a  bladder  or  cyst. 
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made  of  the  monocystically  inclined  and  the  polycystic,  or  the 
unilocular  and  the  multilocular  cystoma.  There  are,  however, 
other  not  less  important  characteristics  of  these  two  classes. 
The  monocystically  inclined  cystoma  has  an  entirely  different 
origin  from  the  polycystic,  and  is  far  less  likely  to  become  ad- 
herent to  parts  and  organs  in  contact  with  it.  It  is  also  slower 
in  its  development,  and  less  rapidly  impairs  the  patient's  general 
health.  Its  fluid  contents  are  also  more  bland  and  unirritating, 
and  its  walls  are  less  liable  to  inflammation  and  ulceration. 

There  is,  therefore,  sufficient  ground  for  separating  the  larger 
cystic  tumors  into  two  classes.  But  the  occurrence  of  a  tumor 
originally  monocystic  is  extremely  rare,  and  incapable  of  dem- 
onstration ;  and  certainly,  in  most  cases,  the  monocyst  is  derived 
from  the  first  form  of  cystoma,  whose  other  characteristics  have 
just  been  specified,  and  which  also  consists  of  a  limited  num- 
ber of  cysts  throughout  its  existence — while  the  second  form 
continues  to  develop  new  cysts  indefinitely.  I  have  therefore 
adopted  the  term  oligocystic '  cystoma  as  more  distinctive  than 
monocystic,  and  considered  the  latter  as  an  accidental  modifica- 
tion of  the  former. 

The  macroscopic  character  of  these  two  forms  of  cystoma  de- 
pends on  the  number  and  size  of  their  constituent  cysts.  A 
single  cyst  is  globular ;  two  or  four  cysts  give  an  oblong  form 
with  semiglobular  projections. 

The  fluid  in  the  cyst  shines  through  the  walls,  and  is  yel- 
lowish, or  of  various  shades  of  brown ;  and  an  opening  into  a 
single  one  may  be  found  to  evacuate  several  others  communi- 
cating with  it.  These  contents  interest  the  chemist  and  the 
surgeon  more  than  the  anatomist ;  the  principal  element  being 
a  still  enigmatic  albuminous  substance,  which  has  of  late  been 
generally — and  especially  by  German  chemists — termed  colloid; 
and  which  presents  many  modifications.  Eichwald  has  shown 
that  two  distinct  forms  of  chemical  metamorphosis  occur  inde- 
pendently of  each  other  in  ovarian  cystoids ;  the  one  producing 
mucus-peptone,  which  is  formed  from  the  colloid  derived  from 
a  metamorphosis  of  the  tissues,  and  the  other  albumen-peptone, 
derived  from  the  albuminous  substances  transuded  from  the 
blood.     The  constant  action  of  the  temperature  of  the  body 

1  Or,  paucilocular,  in  opposition  to  polycystic ;  bA'ryog,  few,  and  kvotlq  ;  few-cysted. 


32  OVARIAN  TUMORS  AND   OVARIOTOMY. 

produces  a  sort  of  slow  digestion  of  these  crude  substances ;  and 
the  longer  the  change  has  gone  on — i.  e.,  in  the  largest  cysts — ■ 
the  fluid  is  less  dense  and  viscid,  as  they  contain  the  soluble 
albumen ;  while  the  smaller  still  retain  the  mucus-peptone,  and 
have  dense  colloid  contents. 

The  solid  substances  frequently  found  floating  in  this  fluid 
are  free  cells  and  nuclei,  crystals  of  cholesterine,  fat-globules 
and  granules,  blood-corpuscles,  and  pigment.  They  are  derived 
mostly  from  stearosis  of  the  epithelial  lining  of  the  cyst,  and 
from  haemorrhage  from  its  wall. 

Struma  Ovarii. — There  is  another  form  of  cystoma  ovarii,  ad- 
mitted by  RTndfleisch,  but  denied  by  Rokitansky,  which  should 
be  mentioned  here — struma  ovarii.  Kindfleisch  describes  the 
only  specimen  he  had  at  his  disposal,  as  follows :  It  is  a  very 
rare  form  of  cysto-colloid 1  degeneration,  aifecting  both  ovaries 
equally.  They  surpass,  in  size,  a  man's  fist,  are  smooth  on  their 
surface,  and  through  the  envelope  may  be  seen  a  large  number 
of  cysts,  from  the  size  of  a  millet-seed  to  that  of  a  pea,  which 
lie  side  by  side,  like  mosaic.  On  section,  this  mosaic  of  cysts 
is  seen  extending  through  the  entire  thickness  of  the  organ ; 
the  largest  specimens,  perhaps  as  large  as  a  cherry,  being  found 
in  the  central  portions.  The  whole  presents  a  honey-comb  ap- 
pearance. The  contents  of  the  cysts  are  a  transparent  colloid 
substance  (gelatine) ;  so  that  this,  as  well  as  the  two  forms  jus*, 
mentioned,  might  be  termed  colloid  tumor  of  the  ovary. 

The  extreme  rarity  of  this  form  of  cystoma  explains  why 
nothing  certain  is  known  as  to  the  origin  of  the  cysts.  Prof. 
Bindfleisch's  specimen  had  been  so  changed  by  the  action  of 
alcohol,  that  no  reliable  investigation  was  possible.  The  macro- 
scopic appearances,  however,  suggest  an  origin  from  ovisacs. 
The  smallest  cysts  were  no  smaller  than  the  average  of  well- 
formed  ovisacs  ;  each  cyst  had  its  own  firm  membrane ;  and  the 
arrangement  of  the  larger  and  the  smaller  cysts  reminds  one  of 
the  similar  arrangement  of  the  ovisacs.  Rindfleisch,  therefore, 
considers  this  form  of  cystoma  to  be  struma  of  the  ovary  ac- 
cording to  Yirchow's  definition  of  struma  (p.  453). 

Since  the  two  preceding  forms  of  cyst,  hydrops  folliculi  and' 
struma  ovarii,  are  of  no  special  importance,  they  are  dismissed 

1  Colloid  simply  means  gelatinous ;  it  does  not  imply  malignancy. 
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here.  And  before  particularly  describing  the  three  forms  of 
cystic  tumor  to  which  the  remainder  of  this  work  will  be  de- 
voted— viz.,  the  oligocyst,  the  polycyst,  and  the  dermoid  cyst — 
some  account  will  be  given  of  the 

General  Structure  and  Contents  of  Ovarian  Cysts. — In  size,  ova- 
rian cysts  may  vary  from  the  smallest  dimensions  up  to  a  ca- 
pacity of  even  ten  gallons,  or  more.  They  have  been  found 
with  a  circumference  of  four  feet.  T.  S.  Lee  refers  to  a  single 
cyst,  placed  by  John  Hunter  in  the  Museum  of  the  Royal  Col- 
lege of  Surgeons,  which  measures  four  feet  in  circumference 
in  one  direction  and  three  feet  in  another.  Generally  but  a 
single  ovary  is  affected ;  but,  if  both  are  so,  they  will  not  be 
found  at  the  same  stage.  It  is  doubtful  if  either  ovary  is  more 
liable  to  cystic  disease  than  the  other.  Oligocystic  tumors  (and 
monocysts)  have  rounded  or  oval  surfaces,  and  on  the  whole  a 
spherical  form,  sometimes  with  slight  indentations.  Polycysts 
are  lobulated,  not  spherical  generally,  and  have  deep  depressions 
corresponding  to  internal  dissepiments.  The  walls  of  the  for- 
mer are  smooth,  opaline,  and  transparent ;  of  the  latter,  rugous, 
opaque,  and  often  strangulated.  But  we  have  here  especially 
to  consider :  a.  The  structure  of  the  walls  of  ovarian  cysts ; 
b.  Their  contents. 

a.  The  walls  of  ovarian  cysts  present  three  distinct  layers : 

1.  Peritonseum; 

2.  The  Middle  or  Proper  Layer ; 

3.  An  Epithelium. 

1.  The  Peritoneal  Layer  of  an  ovarian  cyst  is  of  greater  or 
less  extent,  according  to  the  precise  manner  in  which  the  cyst 
is  developed.  There  being  naturally  no  peritoneal  covering  of 
the  ovary  itself,  but  an  epithelium  only,  beyond  the  marginal 
line,  as  has  been  described  (p.  5),  it  might  be  inferred  that  an 
ovarian  cyst,  however  large,  would  also  be  destitute  of  this  cov- 
ering at  every  point.  If,  however,  the  development  of  the  cyst 
is  at  first  rather  between  the  layers  of  the  broad  ligament,  than 
backward  in  the  direction  of  the  free  surface  of  the  ovary,  it 
becomes,  and  afterward  continues  to  be,  almost  completely  in- 
vested by  the  peritonaeum.  There  will  always,  however,  be  a 
portion  of  the  cyst,  and  generally  the  upper  and  anterior  por- 
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tion,  which  has  no  peritoneal  covering ;  and,  in  the  case  of  de- 
velopment backward  at  first,  this  investment  may  cover  only 
the  lower  half  or  third  of  the  tumor.  This  condition  is  far 
more  common  in  oligocysts  than  in  polycysts,  and  the  absence 
of  peritonaeum  is  indicated  by  a  less  degree  of  vascularity  and 
greater  whiteness  of  the  external  surface  than  in  other  parts. 
Sometimes,  however,  a  few  vessels  are  seen  converging  from 
the  margin  of  the  surrounding  peritoneal  layer  and  anasto- 
mosing on  the  originally  merely  epithelial  surface  of  the  ovary. 
A  point  in  this  less  vascular  surface  is  of  course  to  be  selected 
by  the  ovariotomist  for  the  operation  of  tapping  preliminary  to 
a  removal  of  the  cyst  through  the  abdominal  incision. 

The  more  or  less  extensive  peritoneal  layer  of  the  cyst  is 
usually  quite  vascular  and  easily  separable  from  the  middle 
layer,  especially  toward  the  pedicle  of  the  cyst.  But  in  some 
cases  it  acquires  a  surprising  thickness  and  vascularity,  and  is 
very  loosely  attached  to  the  subjacent  layer.  I  have  seen 
numerous  veins  in  it  not  less  than  one-quarter  of  an  inch  in 
diameter;  and  if  these  are  seen  through  the  incision  made  by 
the  ovariotomist,  and  also  extend  above  it  beyond  his  view,  he 
may  well  doubt,  especially  if  this  layer  can  also  be  made  to  slide 
easily  over  the  mass  of  the  cyst  beneath  it,  whether  he  has  be- 
fore him  the  outer  covering  of  an  ovarian  cyst,  or  perhaps  that 
of  a  large  malignant  tumor  of  the  kidney.  In  a  case  of  this 
kind,  which  occurred  to  myself  in  October,  1870,  I  could  not 
decide  till  I  extended  the  incision  upward  and  traced  the  thick- 
ened peritoneal  investment  to  its  termination  in  a  small  circular 
surface  near  the  upper  extremity  of  the  tumor.  I  also  saw  a 
similar  enlargement  of  vessels  and  looseness  of  attachment  of 
the  peritoneal  layer  in  a  case  operated  on  by  Prof.  Thomas,  in 
January,  1871. 

The  peritoneal  layer  may  by  inflammation  become  very  much 
thickened,  even  to  one-half  an  inch  or  more  ;  and  the  peritoni- 
tis, extending  to  contiguous  organs,  may  produce  adhesions.  But 
not  all  adhesions  are  to  be  regarded  as  inflammatory.  Some- 
times, also,  ascites,  coexisting  with  an  ovarian  cyst,  is  due  to 
peritonitis  extending  from  the  latter. 

The  cyst  is  covered  by  epithelium  only  at  its  upper  portion, 
and  wherever  the  peritoneal  covering  is  wanting. 
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2.  The  Middle  Layer  of  an  ovarian  cyst  is  the  expanded  and 
hypertropliied  original  tunica  albuginea  of  that  organ  (p.  3). 
Its  vascularity  and  thickness  vary  much  in  the  different  forms 
of  cyst,  it  being  less  vascular  and  thicker  in  oligocysts.  This 
layer  also  is  liable  to  great  changes  in  these  respects  from  in- 
flammation, and  which  may  commence  either  in  this  or  the  peri- 
toneal layer  of  the  cyst.  Its  greatest  thickness  and  density  are 
usually  at  the  site  of  the  vascular  supply,  i.  e.,  at  the  original 
site  of  the  ovary ;  and  it  is  there  in  some  cases  from  one  to  one 
and  a  half  inch  thick.  The  ulterior  effects  of  this  inflammation 
will  be  specified  in  another  section. 

3.  The  Epithelial  Lining  (endothelium)  of  ovarian  cysts  con- 
sists of  a  single  layer  of  cells  in.  the  smaller  cysts,  and  of  several 
in  the  larger  and  largest.1  By  them  the  normal  contents  of 
the  cysts  are  secreted,  in  the  case  of  oligocysts  and  polycysts  ; 
in  the  case  of  dermoid  cysts,  the  more  common  contents  are 
produced  by  the  true  skin,  which  constitutes  a  part  or  the  whole 
of  their  internal  surface.  The  cystic  epithelium  is  liable  to  un- 
dergo fatty  degeneration.  Boinet  asserts  (p.  80)  that  it  does 
not  always  exist,  and  may  never  have  been  developed.  M. 
Ordoiiez  asserts  that  the  epithelial  layer  does  exist  continu- 
ously over  the  whole  internal  surface,  and  is  usually  of  the 
pavement  form.  In  small  cysts  he  has  also  found  ciliated  cells, 
not  forming  a  layer,  but  grouped,  from  three  to  six  together, 
among  the  pavement  epithelial  cells.  The  epithelium  is  not 
easily  recognized  in  cysts  not  larger  than  a  filbert. 

The  internal  surface  of  oligocysts  much  resembles  the  peri- 
cardium. It  changes  much,  however,  according  to  the  charac- 
ter of  the  fluid  in  contact  with  it.  If  the  latter  be  purulent, 
it  becomes  fungous,  tomentose,  reddish  ;  if  sanguineous,  adher- 
ent clots  of  fibrine,  or  false  membrane  of  varying  thickness,  and 
sometimes  forming  stratified  layers,  are  occasionally  met  with. 

The  vessels  distributed  to  ovarian  cysts  are  of  course  those 
originally  distributed  to  the  ovary.  The  veins,  placed  between 
the  two  outer  layers,  are  sometimes  of  great  volume,  even  as 
large  as  the  little  finger.2  The  arteries  are  less  important,  ex- 
cept as  forming  a  part  of  the  pedicle.  Large  lymphatics  are  also 
sometimes  found  in  the  latter. 

1  This,  in  the  oligocyst,  is  the  over-developed  membrana  granulosa  of  the  ovisac. 

2  T.  S.  Lee,  p.  13. 
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The  Fallopian  tube  of  the  affected  side  is  stretched  over  the 
distended  cyst,  and  thus  becomes  very  conspicuous ;  it  always 
conducting  to  the  portion  of  the  ovary  which  (if  there  be  any 
such  portion)  remains  unchanged.  Generally,  the  ovary  dis- 
appears entirely ;  but  it  sometimes  becomes  hypertrophied  and 
indurated.  The  broad  ligaments  of  the  uterus  are  lengthened, 
and  the  uterus  is  sometimes  elevated,  but  generally  the  reverse. 
The  minute  structure  of  the  walls  of  each  variety  of  ovarian 
cyst  will  be  specified  under  the  appropriate  heads. 

h.  The  contents  of  ovaricm  cysts  always  consist  of  a  fluid, 
in  which  are  solids  of  various  kinds. 

1.  The  Fluid  presents  almost  every  shade  of  density  from  a 
specific  gravity  of  1007 — though  seldom  below  1015 — to  a  dense 
jelly,  which  will  not  flow  through  a  canula  of  the  largest  size. 
It  is  denser  in  the  small  than  in  the  larger  cysts  of  the  same 
tumor ;  and,  as  already  explained,  richer  in  albumen  in  the  lat- 
ter, and  in  gelatine  in  the  former.  The  fluid  of  a  monocyst,  not 
before  tapped,  is  less  dense  than  that  of  a  polycyst.  But  after 
tapping  it  usually  becomes  more  highly  albuminous  than  before. 
It  is  in  poly  cysts  alone  that  the  firm  jelly  is  met  with. 

The  Color  of  the  fluid  presents  many  varieties.  The  mono- 
cyst,  before  tapping,  usually  contains  a  clear,  transparent  fluid, 
not  unlike  ascitic  fluid,  but  not  so  straw-colored ;  but,  after 
tapping,  it  becomes  darker,  and  more  viscid,  sometimes  even  as 
dark  as  coffee-grounds,  from  the  admixture  of  blood,  proceeding 
from  a  punctured  vessel,  or  as  a  result  of  congestion  or  inflam- 
mation of  the  cyst-walls.  Sometimes,  however,  as  in  a  case  I 
saw  with  Prof.  Markoe,  the  fluid  is  quite  red,  resembling  bloody 
serum,  though  the  patient  had  not  been  before  tapped.  That 
case  finally  proved  to  be  one  of  carcinoma  of  the  right  ovary. 

Pus  may  also  abound  in  the  fluid  as  well  as  blood. 

The  darker  color  above  mentioned  is  very  common  in  poly- 
cysts  before  tapping;  and  the  same  tumor  may  present  very 
many  varieties  of  color  in  its  different  cysts — the  straw-color, 
the  green,  the  yellow,  and  dark  brown,  predominating.  Mr. 
I.  B.  Brown  remarks,  that  he  has  evacuated  cysts  containing 
a  black,  ink-like  fluid,  a  gruel-  or  custard-like  one,  and  a  mix- 
ture of  fluid  with  a  solid,  brain-like  matter.1      The  gruel-like 

1  Loc.  cii.,  p.  14. 
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fluid,  or  rather  a  fluid  resembling  liquor  amnii,  is  legitimate  in 
dermoid  cysts.  The  entire  change  of  color  occurring  after  tap- 
ping is  doubtless  sometimes  due  to  the  fact  that  fluid  has  en- 
tered from  another  sac  which  had  also  been  punctured  at  the 
time  of  the  tapping. 

Hence  the  chemical  constituents  of  the  fluids  of  ovarian  cysts, 
especially  the  gelatine  and  the  albumen,  are  very  variable  in 
quantity.  An  analysis  of  four  cases,  by  Dr.  Owen  Rees,  is  given 
in  Dr.  Bright' s  work  on  "  Abdominal  Tumors  "  (p.  93) ; *  and 
the  following  (pp.  38,  39)  is  the  analysis  of  the  fluid  in  ten 
cases  of  ovarian  cysts,  by  Becquerel. 2 

The  Quantity  of  fluid  contained  in  some  monocysts  is  enor- 
mous. Forty  and  fifty  pounds  are  so  common  as  scarcely  to 
deserve  mention.  Douglass  reports  a  case  of  seventy-three 
pounds ;  Camper,  of  eighty  pounds  ;  and  I  have  had  a  similar 
instance.  I.  B.  Brown 3  had  a  case  of  ninety-three  pints  (prob- 
ably about  one  hundred  pounds).  Dr.  ~VV.  L.  Atlee's  case,  No. 
217,  had  one  hundred  and  twenty-five  pounds  of  fluid,  by  esti- 
mate.4 W.  E.  L.  Muller's  patient,  aged  thirty-six,  had  one 
hundred  and  forty  pounds  of  fluid  in  loth  ovaries.6  In  1860  I 
obtained  one  hundred  and  forty- nine  pounds  and  a  fraction  by 
tapping  a  monocyst,  the  patient  being  twenty-two  years  of  age. 
But  the  largest  amount  of  fluid  in  an  ovarian  tumor  which  has 
been  recorded,  I  think,  occurred  to  Dr.  Kimball,  of  Lowell, 
who  writes  me  that,  during  an  operation  of  ovariotomy,  he 
drew  off  one  hundred  and  sixty  pounds  from  a  polycystic  tu- 
mor, and  still  left  more  than  twenty  pounds,  as  he  could  not 
complete  the  operation. 

The  amount,  indeed,  of  the  secretion  in  monocysts,  seems  to 
be  limited  only  by  the  pressure  to  which  the  sac  is  exposed  as 
it  increases  in  size.  Hence,  on  being  evacuated  by  tapping,  it 
rapidly  fills  again.  I.  B.  Brown's  patient,  referred  to,  accumu- 
lated ninety-three  pints  at  first  in  four  years ;  but,  after  tapping, 
secreted  forty-nine  pints  in  two  months  ;  and,  after  another  tap- 
ping, fifty-two  pints  in  a  little  over  three  months  (p.  17).     It  is 

1  "Guy's  Hospital  Reports,"  vol.  iii.,  p.  204. 

2  Kiwisch,  p.  108. 

3  "  On  Ovarian  Dropsy."     By  I.  Baker  Brown,  F.  R.  C.  S.    Lond.,  1868. 

4  American  Journal  of  Medical  Sciences,  April,  1871,  p.  405. 

5  Todd  and  Bowman's  "  Cyclopaedia  of  Anatomy,"  Supplement,  p.  583. 
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not  uncommon  to  find  a  monocyst  secreting  an  average  of  a 
pound  a  day  for  a  month  or  more  after  tapping.  Kiwisch  men- 
tions cases  of  twenty  to  forty  pounds  of  fluid  secreted  in  ten  to 
thirty  days  (p.  153).  I  have  reported  a  case  in  which,  after  three 
successive  tappings,  the  secretion  averaged  two  pounds  daily ;  the 
intervals  being  thirty,  forty,  and  fifty-three  days,  and  the  amount 
of  fluid  obtained  being  sixty,  eighty,  and  one  hundred  and  six 
pounds. 1  Kiwisch  asserts  that  instances  are  known  in  which,  in 
less  time  than  a  year,  one  hundred  tappings  have  been  undergone, 
and  in  which  several  thousand  pounds  of  fluid  were  evacuated. 

Thus  the  aggregate  amount  of  fluid  secreted  by  the  same 
cyst  in  a  course  of  years  may  be  immense.  Pagensteeker  re- 
moved eleven  hundred  and  thirty-two  pounds  by  thirty-five 
tappings  of  the  same  cyst,  besides  losing  much  by  allowing  the 
canula  to  remain.  I  reported  a  case  in  1849,  with  removal  of 
two  hundred  and  forty-eight  and  a  half  pounds  of  fluid  at  three 
tappings ;  and  at  the  last  about  twenty  pounds  were  also  left 
in  the  cyst.2  Dr.  J.  H.  Griffin  reports  a  case 3  of  one  hundred 
and  eighty-six  tappings,  and  seven  hundred  and  fifty-one  and 
three-quarter  gallons  of  fluid  of  a  clear  straw-color,  removed 
from  November,  1830,  to  March,  1840.  The  patient  was  tapped 
from  ten  to  twenty-six  times  yearly  after  1832.  There  were 
two  cysts  at  first,  but  both  had  disappeared  for  ten  years  at  the 
time  of  the  report. 

Dr.  Mead  obtained  nineteen  hundred  and  twenty  pints  by 
sixty-six  tappings  in  five  and  a  half  years  (sixty-seven  months).4 
Ford  removed  twenty-seven  hundred  and  eighty-seven  pints  by 
forty-nine  tappings.      Heidrich  took   thirty-two  hundred  and 

1  American  Journal  of  Medical  Sciences,  January,  1849,  p.  49. 

2  Ibid., April,  1849,  p.  374.     See  also  other  remarkable  cases  on  p.  3*78. 

3  Ibid.,  April,  1850,  p.  401. 

4  The  name  of  Dr.  Mead's  patient  was  Mary  Page ;  and  the  following  inscription 
upon  her  tombstone,  in  Bunhill-fields  burial-ground,  perpetuates  her  memory : 

"Here  lies  Dame  MARY   PAGE, 

Kelict  of 

Sir  GEEGOEY  PAGE,  Bart., 

Who  departed  this  life,  March  21st,  1728,  in  the 

56th  year  of  her  age." 

On  the  opposite  side  of  the  tombstone  is  the  following : 

"  In  67  months  she  was  tapped  66  times ;  had  taken  away  240  gallons 

of  water,  without  ever  repining  at  her  case,  or  ever 

fearing  the  operation." 

T.  S.  Lee,  p.  166. 
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eighty-nine  Berlin  quarts  (ninety-eight  hundred  and  sixty-seven 
pounds)  by  two  hundred  and  ninety-nine  tappings  in  eight 
years,  the  patient  dying  at  forty-three.  Mr.  Martineau,  of  Nor- 
wich, Eng.,  removed  from  a  patient  (Sarah  Whippius) *  nearly 
five  hundred  pints  in  one  year,  and  in  twenty-five  years,  by 
eighty  tappings,  sixty-six  hundred  and  thirty-one  pints,  which 
equals  thirteen  hogsheads  of  fluid.  Berend  mentions  a  case 
tapped  six  hundred  and  sixty-five  times  in  thirteen  years — once 
in  seven  days  and  a  small  fraction ;  and  Sir  Astley  Cooper  took 
twelve  and  a  half  gallons  of  fluid  from  a  single  cyst.2 

These  were  doubtless  cases  (being  monocysts)  in  which  the 
secretion  contained  but  a  small  amount  of  the  organic  elements, 
or  exhaustion  must  have  earlier  occurred. 

2.  The  solid  contents  of  ovarian  cysts  include  epithelial  cells 
and  fat-granules,  and  plates  of  cholesterine,  as  well  as,  some- 
times, blood-corpuscles  and  pus-corpuscles  and  fibrinous  flakes 
— in  both  forms  of  cystoma  ovarii ;  and  dense  jelly  also  in  poly- 
cysts.  In  cases  of  dermoid  tumors,  all  these  perhaps  may  be 
found,  together  with  sebaceous  masses,  hairs,  bones,  and  teeth. 
But  these  substances  will  be  again  specified  in  connection  with 
a  description  of  the  particular  forms  of  cyst  in  which  they  ap- 
pear. The  so-called  ovarian  corpuscle  will  also  be  considered 
in  the  chapter  on  diagnosis. 

I  next  proceed  to  describe  more  particularly  the  two  forms 
of  cystoma  which  constitute  most  of  the  ovarian  tumors  we  have 
to  deal  with  practically,  and  which  have  been  first  distinguished 
rationally  by  Bindfleisch,  on  an  histological  basis. 

TEE  OLIGOCYSTIC  CYSTOMA  OVARII. 

(Paucilocular,  non-adherent  cyst;  multiple  cysts,  Farre.) 

This  includes  the  simple  or  monocystic  (unilocular)  cyst  of 
various  authors,  as  well  as  the  cystoma  of  a  limited  number 
of  cysts  (Fig.  19)  before  alluded  to ;  whether  we  maintain  or 
not,  with  Bindfleisch  (which  I  do  not),  that  no  monocyst  is 
originally  so,  but  is  always  derived  from  the  oligocyst.  Boinet 
divides  simple  cysts,  with  reference  to  their  contents,  into  the 

1  Dr.  Jeaffreson  gives  her  name  as  "  Tippus."  See  "Philosophical  Transac- 
tions," vol.  lxxiv.,  p.  471. 

2  See  also  South's  edition  of  "  Chelius's  Surgery,"  vol.  iii.,  p.  216. 
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"  hydatic,'-  with  contents  clear  as  spring-water ;  the  serous  or 
ascitic;  and  the  hematic  (sanguineous)  or  purulent,  but  not 
gelatinous.  He  states  that  the  unilocular  cyst  is  less  common 
than  the  multilocular,  since  it  becomes  multilocular  as  it  be- 
comes more  developed  (p.  100).  I.  Baker  Brown  also  assents 
to  the   last  part  of  the   statement.     For  me,  there   are  very 


FIG.  19. — Oligoctstic  Cystoma. 

a,  right  ovary,  exhibiting  numerous  cysts,  consisting  of  enlarged  ovisacs ;  5,  left  ovary  similarly  affect- 
ed, but  unopened ;  c,  uterus. — (After  Hooper.) 

few  tumors  of  sufficient  size  to  demand  practical  interference, 
which  are  originally  monocystic,  and  those  which  are  appar- 
ently so  before  a  tapping  often  show  themselves  to  be  evidently 
not  so  afterward ;  while,  on  the  other  hand,  the  fusion  in  some 
cases  of  several  cysts  into  one  is  equally  certain.  But  it  is  the 
first  form  of  cystoma — the  oligocyst — which  becomes  the  mono- 
cyst,  and  vice  versa.  The  true  polycyst  has  other  distinctive 
tendencies ;  but  it  does  not  become  a  monocyst,  nor  is  it  de- 
rived from  the  latter.  The  actual  monocyst,  therefore,  should 
be,  as  Boinet  asserts,  the  least  common  of  all  the  forms  of 
cystoma  ovarii,  but  not  for  the  reason  he  assigns.  With  Boinet 
and  most  other  authors,  all  cysts  which  are  not  simple  uni- 
locular ones  are  termed  multilocular.  Dr.  W.  L.  Atlee's  case, 
No.  208/  was  a  monocyst  apparently  till  the  patient  had  been 
tapped  six  times.  It  then  became  oligocystic,  weak-walled, 
and  everywhere  adherent ;  as  was  shown  by  the  fact  that  a 
tumor  remained  at  the  upper  part  of  the  abdomen  after  the 
sixth,  seventh,  and  eighth  tappings. 

It  is,  therefore,  not  a  matter  of  much  anatomical  interest 

1  American  Journal  of  Medical  Sciences,  April,  1870,  p.  378. 
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whether  an  ovarian  tumor  is  found  to  be  a  monocyst,  or  to  con- 
sist of  several  cysts ;  since  many  (Rindfleisch  says  all)  mono- 
cystic  tumors  were  once  more  than  a  single  cyst.  But  we  also 
find  a  form  of  tumor  in  which  the  number  of  cysts  is  always 
limited  j  there  may  be  a  single  cyst  even  two  feet  in  diameter, 
or  there  may  be  several  cysts — two  to  perhaps  twenty  or  thirty, 
or  more — the  tumor  being  no  larger  than  a  man's  head.  On 
the  other  hand,  there  is  a  form  of  ovarian  tumor  of  which  the 
cyst-development  has  no  assignable  limits.  The  first  is  the 
oligocystic,  and  the  second  the  polycystic  tumor.  I  derive  the 
following  description  of  both  varieties  mainly  from  Rindfleisch  : 

The  walls  of  the  oligocystic  tumor  of  the  ovary  are  smooth,  not  very- 
vascular,  comparatively  thick,  and  scarcely  adherent  to  the  organs  in  con- 
tact with  them.  Under  the  microscope  they  present  several  well-developed 
lamellae  of  connective  tissue,  averaging  about  ^  s100  inch  (.003  mm.)  thick, 
except  the  innermost,  which,  at  least  in  cysts  not  larger  than  the  fist,  is 
of  embryonic  tissue,  and  is  covered  on  its  surface  toward  tbe  cavity  with 
papillary  vegetations  of  various  sizes.  Upon  this  layer  lies  a  double  layer 
of  cylinder  epithelial  cells,  which  invests  the  inner  lamina  just  mentioned 
and  all  its  papillae — being  most  exuberant  over  and  upon  them. 

The  contents  of  oligocysts  (termed  multiple  cysts  by  Dr.  Farre  and 
others)  are,  if  small,  a  concentrated  colloid  substance  of  amber-color;  if 
large,  a  less  dense  fluid,  together  with  fatty  and  cellular  products  of  the 
epithelial  lining.  It  sometimes,  to  the  naked  eye,  resembles  ascitic  fluid, 
and  contains  more  or  less  albumen.  It,  however,  generally  varies  some- 
what in  the  different  cysts,  if  there  be  several,  but  not  so  strikingly  as  in 
the  next  class. 

The  papillaa  just  mentioned,  projecting  from  opposite  directions  into  a 
closed  cavity,  must  converge  as  they  elongate,  and  finally  come  into  con- 
tact with  each  other,  and  coalesce  in  various  ways — often,  as  the  fingers  of 
one  hand  may  be  inserted  between  those  of  the  other  (Fig.  20).  Canli- 
flower-like  excrescences  are  therefore  often  found  projecting  on  the  inside 
of  these  tumors ;  and  sometimes  pedunculated  cysts  as  large  as  the  fist  are 
produced,  which,  though  smooth  externally,  show  on  section  that  they  are 
true  papilloma.  But  even  the  smaller  papillae,  the  scarcely  prominent  ones, 
often  coalesce  at  their  inner  extremities,  thus  including  some  epithelial 
cells  in  a  closed  cavity,  and,  which  continuing  to  secrete,  a  new  cyst  is 
formed.  This,  indeed,  is  the  only  way  in  which,  in  this  first  form  of 
cystoma,  new  cysts  can  be  formed.  It  is,  however,  an  exceptional  phe- 
nomenon ;  and  we  may  still  assert  that,  as  compared  with  the  second  form, 
this,  the  first,  is  characterized  by  a  limitation  of  the  number  of  its  cysts. 
The  reason  of  this  is  simply  that,  in  this  form  of  tumors,  a  certain  limited 
number  of  ovisacs  were  the  origin  of  the  tumor.     The  proof  of  this  position 
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would  be  afforded  by  the  actual  detection  of  the  ova  in  the  smaller  primary 
cysts ;  and  this  has  been  done,  though,  up  to  the  present  time,  only  in  a 
single  specimen  in  cysts  about  the  size  of  a  cherry  (Rindfieisch).  Indirect 
proofs  are,  however,  numerous : 


FIG.  20. — Transverse  Section  through  the   Innermost  Later  op  an  Ovarian  Cyst  of  the 
Size  of  a  Fist,  which  originated  from  Colloid  Degeneration  of  Several  Ovisacs. 

a,  papillary  excrescence,  slightly  flattened,  covered  by  cylinder  epithelium  ;  b,  subepithelial  layer  of 
connective  tissue,  divided  into  papilla-like  portions,  the  grooves  between  which  are  lined  by 
epithelium,  and  resemble  glandular  tubes.    Two  hundred  diameters. — (Eindfleisch.) 

1.  No  cysts  are  found  smaller  than  average-sized  ovisacs. 

2.  Even  the  smaller  cysts  are  provided,  like  the  ovisacs,  with  a  complete 
epithelial  lining  which  is  subject  to  a  periodical  renovation. 

3.  There  is  here  a  striking  analogy  with  certain  cystic  developments  in 
certain  glands,  especially  the  testis  and  the  mamma ;  and,  above  all,  with 
the  intra-tubular  papilloma  of  the  latter.  The  process  is,  however,  here 
more  evident  than  in  the  mamma,  from  the  occlusion  of  the  ovisacs,  of 
which  the  preformed  glandular  (epithelial)  structure  is  the  probable  start- 
ing-point (Rindfieisch). 

The  frequent  occurrence  of  monocysts  in  this  class  is  ac- 
counted for  from  the  fact  that  only  a  limited  though  often  con- 
siderable number  of  cysts  can  be  formed  from  the  limited  num- 
ber of  ovisacs.  These  cysts,  coalescing  from  atrophy  of  their 
walls,  form  one  cyst,  sometimes  a  very  large  one,  since  no  new 
cysts  can  subsequently  be  formed.  Secondary  cysts  may  be 
formed  from  the  papillae  as  already  described ;  but  these  are 
all  endogenous,  of  course,  and  easily  distinguished  in  a  speci- 
men. The  free  extremities  of  the  papillae  sometimes  project 
within  the  cyst  as  before  stated,  and  give  a  mushroom  or  cauli- 
flower appearance,  which  Dr.  A.  Farre  has  described  as  follows : 


These  pedunculate  or  dendritic  processes   appear  at   first  in  scattered 
patches,  under  the  form  of  little  round  grains,  thickly  covering  the  lining 
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membrane,  which  they  raise  above  tbem,  and  are  so  closely  set,  that  two  or 
three  hundred  may  sometimes  be  counted  in  the  space  of  a  square  inch. 
"When  these  elongate,  mutual  pressure  causes  them  to  assume  a  filamentous 
condition;  but,  when  greater  freedom  of  growth  is  enjoyed,  their  extremi- 
ties commonly  dilate  into  little  pouches,  or  buds  of  another  order  sprout 
from  the  sides  and  extremities  of  the  original  growth,  and  convert  them 
into  a  multitude  of  little  dendritic  processes,  which  roughen  the  inner  sur- 
face of  the  larger  cysts,  or  fill  more  or  less  completely  the  cavities  of  the 
smaller  ones.  If  a  section  be  made  of  these  dendritic  processes,  they  are 
seen  usually  to  be  solid  at  their  base,  the  white  fibrous  tissue  of  the  parent 
cyst-wall,  from  which  they  spring,  being  easily  traced  into  their  stems  and 
branches.  But  at  their  extremities  they  become  dilated  into  little  pouches 
filled  with  fluid,  similar  to  the  little  pediculated  cysts,  with  which  they  are 
abundantly  intermixed.  These  little  cysts  and  processes  are  covered  by 
epithelium,  and  it  is  probable  that  they  are  the  active  agents  in  the  elimi- 
nation of  the  various  fluids  by  which  the  ovarian  cysts,  of  whatever  order, 
are  commonly  filled.1 

We  may  now  understand  how  the  abnormal  development  of 
the  papillae  within  one  of  the  cysts  of  a  tumor  of  this  class  may 
be  mistaken  for  medullary  cancer  of  the  ovary,  as  stated  on  p.  20. 
So  long  as  the  cyst  containing  the  cauliflower-like  excrescences 
mentioned  on  the  preceding  page,  as  formed  from  an  hypertrophy 
of  the  papillae,  remains  closed,  no  such  appearance  is  presented. 
But,  if  the  cyst  bursts,  its  fluid  escapes  into  the  peritoneal  cavity, 
and  the  papillae,  left  free  to  project  from  the  collapsed  cyst,  and 
to  increase  in  length  and  size  generally,  assume  the  encephaloid 
or  dendritic  appearance 2  above  mentioned.  We  may  also  under- 
stand why,  in  these  circumstances,  ascites  also  coexists  with  the 
cystoma ;  since  the  secretion  from  the  remaining  portions  of  the 
cyst  is  now  poured  directly  into  the  peritoneal  cavity.  Besides, 
its  contact  with  the  peritonaeum  very  probably  produces  an  hy- 
persecretion by  the  latter.  Ascites,  therefore,  coexisting  with 
a  small  ovarian  tumor,  is  no  proof  that  the  tumor  is  malignant. 
Fig.  21  shows  an  ovarian  oligocyst  of  the  kind  now  under  con- 
sideration. It  was  removed  by  ovariotomy  by  Prof.  Thomas, 
in  July,  1871.  The  other  ovary  showed  a  large  oligocyst,  pre- 
senting nothing  peculiar ;  and  there  was  also  ascites.  One  of 
the  cysts  of  the  tumor,  here  shown  had  burst,  and  thus  allowed 

1  "Cyclopaedia  of  Anatomy  and  Physiology,"  Supplement,  p.  581. 

9  I  refer  Mr.  Wells's  cases,  42  and  52,  termed  adenoid  tumor,  to  this  category. 
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the  hypertrophied  papillae  to  protrude,  and,  on  opening  another 
cyst,  it  also  was  found  to  present  the  same  condition  internally. 
The  patient  recovered. 


FIG.  21. — Small  Ovarian  Oligocyst  containing  Largely  Hypertrophied  Papilla. 
One  cyst  had  burst  and  allowed  the  papilla;  to  protrude  into  the  peritoneal  cavity;  their  great  size 
and  vascularity  giving  them  the  appearance,  to  the  unaided  eye,  of  an  encephaloid  mass.     The 
closed  cyst  was  found  on  incision  to  be  also  undergoing  the  same  change  within. 

I  had  a  case  of  double  ovariotomy1  in  August,  1862,  both 
ovaries  presenting  masses  of  this  encephaloid-like  growth  as 
large  respectively  as  a  four-quart  and  a  quart  measure.  The 
case  was  also  complicated  with  ascites.  The  patient  recovered, 
and  is  still  in  perfect  health.  In  six  other  cases  of  ovariotomy, 
I  have  removed  tumors  of  this  kind,  and  all  the  patients  but 
one  recovered — that  one  dying  of  septicaemia.  This  papillary 
growth  is,  however,  we  may  believe,  not  very  rapid.  My  case, 
first  mentioned  above,  had  been  developing  for  nearly  three 
years.  But  the  fluid  had  been  rapidly  produced,  since  she  had 
been  tapped  twenty-six  times  in  the  last  two  years,  the  amount 
of  fluid  varying  from  twenty  to  thirty  pounds  at  each  tapping. 

Finally,  it  may  be  added  that  calcification  of  the  walls  of 
oligocysts,  and  fatty  degeneration  of  their  epithelial  layer,  are 
not  uncommon. 

"Whence  comes  the  colloid  substance  filling  the  cysts  ?  From 
the  metamorphosis  of  old  epithelial  cells  ?  Or  is  it  a  secretion  by 
them  %  This  last  idea  alone  is  defensible.  I  have  had  a  patient 
whom  I  tapped  several  times,  and  who  filled  the  cyst  at  the  rate 

1  Reported  in  American  Journal  of  Medical  Sciences,  April,  1863,  p.  385. 
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of  one  and  one-half  pound  per  diem,  during  the  intervals  be- 
tween the  tappings.  This  fluid  could  not  have  been  produced 
by  the  mere  involution  of  epithelial  cells,  though  we  frequently 
find  cast-oif  and  unaltered  epithelial  cells  in  large  quantities  in 
the  cystic  contents.  We  have  seen  that  Prof.  Rindfleisch  be- 
lieves that  the  ovisacs  normally  produce  a  certain  amount  of  this 
colloid  substance,  and  that  this,  being  tumescent,  produces  their 
normal  rupture  in  the  manner  before  described  (p.  11). 


THE  POLYCYSTIC   CYSTOMA    OVARII. 

(Multilocular  cyst. — Proligerous  cyst. — Compound  cyst.) 

Boinet  includes,  under  the  multilocular  or  compound  cyst, 
every  variety  except  the  simple  or  monocystic  cyst ;  though  he 
mentions  but  two  forms  of  it,  (1)  one  with  gelatinous  and  (2)  the 
other — the  proligerous  cyst — with  every  variety  of  contents. 
In  this  work  the  polycystic  cystoma  includes  all  the  forms  of 
large  ovarian  cyst,  except  the  dermoid,  and  the  oligocystic  cys- 
toma just  described.     I  adopt  Eindneiseh's  description  of  it. 


PIG.  22. The  Left  Ovatt  distended  into  one  Large  Ctst.  into  the  interior  of  which  pro- 
ject numerous  smaller  cysts  of  a  secondary  order.  To  the  right  of  the  figure  is  the  uterus. — 
(Farre  ) 

This  form  of  cystoma  seldom  affects  bothf  ovaries.  It  is 
often  of  a  very  large  size,  but  does  not  afford  single  cysts  of 
such  colossal  size  as  are  sometimes  met  with  in  the  preceding 
variety,  being  composed  of  some  large,  many  smaller,  and  still 
more  very  small  cysts  (Fig.  22).    It  occurs  more  frequently  than 
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the  preceding  form  ;  and  in  mass  sometimes  transcends  the 
largest  oligocysts,  since  its  development  is  limited  only  by  the 
pressure  to  which  it  is  subjected.  Its  larger  cysts  are  frequent- 
ly constricted,  and  at  these  points  may  be  recognized  the  rem- 
nants of  previous  dissepiments,  in  the  shape  of  fenestrated 
membranes,  or  vascular  cords  evidently  undergoing  a  gradual 
absorption.  Sometimes  bands  have  formed  from  a  spontaneous 
rupture  of  some  of  the  cysts — an  accident  far  more  common 
than  with  the  preceding  form  of  cystoma. 

If  the  contents  be  removed  by  tapping,  they  are  more  speed- 
ily reproduced,  and  the  mass  grows  more  rapidly  than  in  case  of 
the  oligocyst.  ]STew  cysts  are  constantly  formed,  and  when  they 
are  very  numerous,  it  has  been  called  the  proliferous  cyst.  Dr. 
Farre  describes  this  form  of  the  polycyst  as'  follows,  his  de- 
scription being  somewhat  colored  by  his  theory  of  their  origin 
from  ovisacs : 

In  these  cysts,  a  second  or  it  may  be  a  third  order  of  smaller  cysts  is 
developed,  within  or  npon  the  walls  of  a  larger  or  parent  sac.  From 
these  walls,  the  secondary  cysts,  at  a  comparatively  early  period  of  their 
growth,  are  seen  projecting  inwardly  in  hemispherical  form,  arranged 
along  the  parietes  of  the  sac,  from  which  they  commonly  spring  by  broad 
bases.  These  secondary  cysts  are  invariably  and  permanently  attached  to, 
and  continuous  with,  the  walls  of  the  superior  cyst.  They  are  covered  by 
a  continuation  of  the  same  membrane  which  lines  the  principal  sac,  and 
which  is  reflected  over  them  in  the  same  manner  that  the  heart  is  invested 
by  the  reflected  pericardium,  or  the  testis  by  the  tunica  vaginalis.1 

The  growth  of  these  secondary  cysts  with  hroad  bases,  of  which  a  good 
example  is  exhibited  in  Fig.  22,  is  often  very  irregular,  so  that  one  or  more 
of  them,  enlarging  with  greater  rapidity  than  the  rest,  encroach  upon  the 
cavity  of  the  containing  cyst,  and  fill  it  more  or  less  completely.  This 
r&pid  enlargement  of  the  secondary  cysts  also  occasionally  causes  rupture 
of  their  walls  and  the  escape  of  their  contained  fluids  into  the  parent  cyst, 
followed  by  the  unrepressed  growth  of  the  secondary  or  tertiary  cysts  which 
arise  from  its  surface. 

After  the  appearance  of  a  tertiary  order  of  cyst  within  the  secondary 
ones,  their  growth  occasions  so  much  disturbance  of  the  even  outlines  of 
the  walls  in  which  they  originate,  that  it  is  often  difficult  to  trace  the 
order  and  manner  of  enlargement  of  the  different  series.  Nevertheless, 
with  care,  these  may  be  often  made  out  even  in  the  complex  forms,  of 
which  Fig.  23  furnishes  an  example.  Here  is  represented  a  small  portion 
of  an  enormously-enlarged  ovary,  consisting  of  a  primary  principal  sac,  the 

1  Hodgkin,  "  Lectures  on  Serous  and  Mucous  Membranes." — (Lect.  viii.) 
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greater  part  of  which  has  been  cut  away,  so  as  to  leave  a  part  of  its  walls 
visible  at  «,  a,  a,  and  of  a  more  solid  basis,  which  was  made  up  of  numer- 
ous secondary  and  tertiary  cysts.  Both  of  these  orders  may  be  traced  in 
this  example.     At  a,  a,  a,  are  seen  the  divided  walls  of  the  original  parent- 


FIGr.  23.— COMPOTTND   OR   PROLIFEROUS   OVARIAN   CYST. (Ad.  IFat.) 

a,  a,  a,  divided  walls  of  the  principal  single  cyst;  &,  small,  simple  cyst;  c,  c,  two  masses  of  com- 
pound secondary  cysts,  containing  many  of  a  tertiary  order. 


cyst,  while  springing  from  these  walls,  at  5,  is  a  single  secondary  cyst,  and 
at  e,  c,  are  two  groups  of  similar  cysts  aggregated  in  masses.  The  latter 
are,  however,  examples  of  compound  secondary  cysts,  for  in  the  interior  of 
each  is  contained  a  series  of  a  tertiary  order,  which  are  so  numerous  as  to 
fill  completely  the  secondary  sacculi.1 

The  following  form  of  polycyst  is  easily  mistaken,  on  a  casual 
examination,  for  an  oligocyst. 

To  the  ovariotomist,  before  removal,  it  appears  to  "be  a  mon- 
ocyst,  but,  on  evacuating  the  large  single  sac,  a  mass  apparently 
solid  is  found  havinsi:  the  same  relation  to  the  former  as  has  the 
placenta  to  the  foetal  membrane.     On  section  of  this  portion, 

1  "  Cyclopaedia  of  Anatomy  and  Physiology,"  Supplement,  p.  581. 
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however,  it  presents  areolae  of  various  sizes,  like  those  of  a 
very  coarse  sponge,  sometimes  freely  communicating  with  each 
other,  and  being  filled  with  the  dense  colloid  substance  usually 
found  in  the  smallest  cysts  of  polycystic  tumors. 

The  surface  of  this  species  of  cystoma  is  generally  adherent 
to  the  peritonaeum,  where  it  touches  it,  by  a  great  number  of 
inflammatory  adhesions,  and  in  which  large  veins  appear,  giving 
rise  to  haemorrhage  when  ruptured  by  the  ovariotomist. 

The  walls  are  comparatively  thin,  and  easily  torn,  and  fre- 
.  quently  pigmented  on  their  interior.  Indeed,  a  large  cyst  of 
this  kind  is  not  seldom  spontaneously  ruptured,  while  the  pre- 
ceding variety  seldonimKes^way.  Sections  of  the  wall,  seen 
under  the  microsc^r^3B^^^°^'^SJeSu^ar  formation  of  con- 
nective tissue  as/svreprese»t^l  by^ipekdaminae  in  the  walls  of 
the  oligocystic  firm  o4^atoma.  This-ptalso  true  of  the  bands 
and  dissepimentLl^he4nterio]^^*vellrTcaof  the  firm  and  pretty 
solid  external  en^leW.  iyft*fckese  partsJconsist,  indeed,  of  con- 
nective tissue,  but  lSi^Jwi^lilec^f^K/Jysts  of  small,  and  of  the 
very  smallest  dimensionS^aincf  wkfcli  may  be  traced  down  to 
their  very  commencement.  The  smaller  cysts  contain  in  their 
colloid  contents  a  fibrous  something  which  stretches  across  their 
interior  like  a  cobweb.  The  smallest  can  be  seen  only  with  a 
microscope. 

The  contents  of  this  variety  of  cysts  are  a  colloid  material, 
as  in  the  first  variety ;  but  it  is  more  habitually  of  a  brownish 
color,  from  the  frequent  admixture  of  blood  and  blood-pigment. 
The  fluid  in  the  smaller  cysts  is  more  dense  than  that  in  the 
larger,  as  in  the  first  form  of  cystoma.  From  cysts  of  all  sizes  it 
is  more  irritating  to  the  peritonaeum  than  the  fluid  of  the  former 
kind  of  cystoma ;  and  hence,  if  spontaneous  rupture  of  a  large 
cyst  occurs,  peritonitis  is  very  sure  to  result,  while  it  seldom 
follows  a  rupture  of  the  oligocystic  cystoma.  If  the  cysts  be 
small,  and  arranged  like  a  honey-comb,  we  have  what  is  called 
by  some  writers  the  vesicular  cyst,  and  by  others  the  alveolar 
cancer  of  the  ovary.  Cruveilhier  and  Mr.  "Wells  regard  this  form 
as  cancer  (Boinet,  p.  104).  I  do  not,  and  have  removed  two 
such  cysts  by  ovariotomy,  the  patients  having  already  lived 
more  than  twelve  years  since  the  operation.  I  find  in  these 
cases  only  the  condensed  colloid  secretion  characteristic  of  very 
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small  cysts,  with  other  elements.  Fig.  24,  from  Cruveilliier, 
represents  the  so-called  areolar  cancer,  and  which  is  described 
by  Dr.  A.  Farre •  as  follows : 

Embedded  in  the  jelly-like  substance  of  the  alveolar  contents  may  be 
found  opaque,  white  masses,  resembling  blanc-mange  or  thick  cream.  In- 
termixed with  these  contents,  in  varying  proportions,  are  found  nucleated 
epithelial  cells,  oval  corpuscles,  oil  granules  and  molecules,  and  delicate 
filaments. 

Besides  these  contents,  he  adds,  there  may  often  be  observed,  hanging 
into  the  interior  of  the  alveoli,  and  sprouting  from  their  walls,  clusters  of 


FIG.  24. — So-oalled  Colloid  Cancek  of  the  Ovary. — (CruveiMer.) 

leaf-like  clavate  or  villous  processes,  such  as  are  observed  in  that  variety 
which  has  more  particularly  received  the  name  of  villous  cancer.  But  it 
frequently  happens  that  the  alveolar  type  of  structure  is  not  generally 
diffused  through  the  mass.  This  may  form  only  a  small  portion  of  the  dis- 
eased ovary,  while  the  greater  part  is  composed  of  one  or  more  large  cysts, 
with  contents  similar  to  those  first  described. 

"We  recognize  in  the  last  paragraph  a  description  of  the 
papillary  development  occurring  in  oligocysts,  which  has  al- 
ready been  explained  (p.  45).2  The  characteristics  of  this  form 
of  cystoma  ovarii  which  have  been  specified  would  seem  to 

1  "  Cyclopaedia  of  Anatomy  and  Physiology,"  Supplement,  p.  593. 

2  Kiwisch  also  describes  these  villous  excrescences  (pp.  184,  185)  as  belonging 
to  alveolar  cancer. 
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refer  it  to  an  origin  entirely  different  from  that  of  the  oligo- 
cyst.  Still,  Paget  and  others  maintain  that  this  form  also 
originates  in  the  ovisacs.  The  reasons  in  opposition  to  this 
idea,  as  proving  that  they  originate  from  the  stroma  of  the 
ovary,  are  so  well  stated  by  Eindfleisch,  that  I  shall  reproduce 
them  at  length : 

On  making  fine  sections  of  the  firmer  parts  of  the  tnmor  for  microscopi- 
cal examinations,  we  soon  convinced  ourselves  that  uninterrupted  accumu- 
lations of  fibrous,  well-organized  connective  tissue  are  rare,  even  where  a 
white  and  tolerably  firm  substance  forms  either  the  outer  covering  of  the 
tumor  or  a  broader  framework  of  the  interior.  All  these  parts  consist,  in- 
deed, of  connective  tissue,  but  here  it  is  infiltrated  with  very  small  and 
still  smaller  cysts,  which  may  be  followed  to  their  very  first  beginnings 
(Fig.  25).     The  drawing  represents  the  interior  condition  of  a  trabecula  of 


FIG.  25.— Colloid  Degeneration  in  the  Stroma  of  an  Ovarian  Cystoma. 
O,  a,_  larger  cysts  with  walls  lined  by  short  epithelium,  the  contents  of  which,  when  hardened,  split 
in  a  radiating-  manner;   &,  a  cyst  of  more  recent  date,  without  epithelium,  and  traversed  by 
some  remnants  of  connective-tissue  fibres;  c,  the  same  with  a  wreath  of  separated  epithelium; 

d,  colloid  infiltration  of  the  connective  tissue  which  has  not  yet  attained  to  cvstic  development; 

e,  infiltration  of  the  stroma  with  small  cells.    Two  hundred  diameters.— (Kindfleisch.) 

the  stroma,  separating  two  somewhat  larger  cysts,  a,  «,  from  each  other. 
"We  immediately  perceive  that  tbe  here  striated  connective  tissue,  forming 
the  basis  of  the  structure,  subdivides  into  numerous  smaller  trabecule,  and 
with  them  comprises  and  permeates  a  group  of  small  cysts.  Of  course,  we 
must  not  take  these  trabecule  to  be  cylindrical,  as  if  turned  off";  they  are 
rather  but  apparent  trabecule,  and  in  reality  the  transverse  sections  of 
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membranous  septa  of  different  thickness.  Here  and  there  the  connective 
tissue  is  freely  infiltrated  with  young,  round  cells,  a  proof  that  it  is  in  a 
state  of  formative  irritation.  The  idea  might  occur  that  a  certain  larger 
aggregation  of  these  cells  (e)  represents  the  first  stage  of  cyst-formation— 
of  cyst-beginning;  for  some  of  the  smallest  cysts  (c,  d)  appear  exactly  as 
if  only  a  certain  quantity  of  colloid  substance  had  found  its  way  between 
the  cells  of  such  a  small  group,  crowding  it  asunder  in  every  direction. 
Such  an  explanation  has,  indeed,  been  attempted. by  several  authors.  The 
knife  might  very  easily  have  cut  the  extreme  point  of  a  larger  cyst,  and 
thus  have  produced  only  a  deceptive  representation  of  a  very  small  cyst. 
I  shall,  therefore,  not  deny  the  possibility  of  such  a  manner  of  origin ;  yet 
I  should  make  the  definition  somewhat  broader,  and  speak  only  generally 
of  a  circumscribed  colloid  softening  of  the  connective-tissue  stroma,  as  the 
starting  of  cysts;  for  it  seems  to  me  that  certain  tumefied  and  translucent 
portions  of  the  stroma  (d),  which  are  not  exactly  round  and  clearly  defined, 
might  also  be  considered  as  cyst-formations.  The  colloid  substance  is  here 
exuded  more  diffusely  between  the  fibrous  components  of  the  stroma;  yet 
this  effusion,  in  swelling  further,  must  necessarily  tend  to  assume  a  ball- 
shaped  appearance;  and,  the  longer  the  time,  the  more  would  it  shape 
itself  into  a  roundish  space  intersected  by  septa  of  connective  tissue.  If 
we,  however,  compare  the  probable  future  of  the  portion  "<Z"  with  the 
real  state  of  the  smallest  cyst-specimens  5,  c,  etc.,  we  must  confess  that 
the  other  theory  gains  in  probability.  Most  of  the  smaller  cysts  are  per- 
meated by  a  system  of  septa  of  connective  tissue,  and  I  can  assert — what 
cannot  indeed  be  seen  in  the  drawing — that  sometimes  even  capillary  ves- 
sels pass  directly  through  the  cyst.  Such  observations  are  not  compatible 
with  the  hypothesis  that  these  cysts  also  proceed  from  ovisacs.  The  idea 
of  an  ovisac  is  not  suggested  until  the  cyst  has  reached  a  circumference 
quite  extensive  in  proportion  to  these  primordial  formations ;  for  in  the 
larger  cysts  an  epithelial  stratum,  even  if  not  always  complete,  is  found, 
and  the  colloid  substance,  without  further  fibrous  additions,  is,  in  hardened 
preparations,  stratified  in  a  manner  pointing  to  a  secretion  from  the  walls. 
It  is  also  undoubtedly  apparent,  from  other  reasons,  that  cysts  generally 
are  to  be  considered  secreting  cysts  after  having  attained  a  certain  size. 
Where  could  the  large  quantity  of  blood-albumen,  present  in  all  large 
cysts,  come  from,  unless  transuded  from  the  vessels,  and  consequently 
secreted  from  the  walls  ?  In  our  case,  however,  we  have  to  deal,  not  with 
follicles,  but  with  that  transformation  of  original  softening  cysts  into  secret- 
ing cysts  which  I  have  explained  in  detail  on  pages  64,  65. 

To  resume :  we  find  that  the  second  form  of  ovarian  cyst,  which  is  re- 
markable for  the  unlimited  formation  of  new  cysts,  depends  upon  a  colloid 
degeneration  of  the  stroma  ovarii.  Some  consider  it  directly  a  carcinoma 
colloides  cysticum  (pp.  450-452). 

Kiwiscli  accepts  the  preceding  view  of  the  origin  of  the  poly- 
cyst,  and  terms  it  "  alveolar  degeneration  of  the  ovary  "(p.  189). 
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I  have  already  discredited  the  malignant  character  of  all  the 
varieties  of  this  form  of  cystoma.  Rokitansky,  however,  thinks 
some  of  them  to  be  decidedly  cancerous.  Lehert  holds  the  op- 
posite opinion.  But  cancer  may  be  developed  in  a  polycyst  as 
a  secondary  deposit. 

In  cases  of  polycysts,  we  also  sometimes  find  small  cysts  free 
in  the  peritoneal  cavity  with  the  most  delicate,  transparent  walls. 
They  are  destroyed  by  the  most  careful  handling. 


DERMOID    CYSTS  OF  TEE  OVARY. 

The  dermoid  cyst  is  not,  like  the  two  forms  of  cystoma,  a 
neoplasm  peculiar  to  the  ovary ;  but  must  be  here  described, 
both  because  it  is  developed  in  the  ovary  more  frequently  than 
in  any  other  organ,  and  because  it  not  seldom  attains  to  such 
dimensions  as  to  necessitate  its  removal  by  the  ovariotomist. 
The  tegumentary  character  of  a  part  or  the  whole  of  its  inter- 
nal surface  has  been  shown  by  Cruveilhier,  Kohlrausch,  Lebert, 
and  Paget ;  and  it  is  from  the  fact  that  some  portion  of  this 
surface  presents  the  structural  elements  of  skin,  that  such  cysts 
have  been  termed  dermoid  cysts.1 

They  generally  affect  but  a  single  ovary,  but  sometimes 
both,  and  are  themselves  single  cysts,  though  a  large  number 
of  small  cysts  have  been  found  in  the  same  ovary.  They  do 
not  grow  so  rapidly,  nor  attain,  generally,  to  such  dimensions 
as  the  cystomata  previously  described,  being  seldom  larger  than 
the  adult  head.  They  almost  always  present  a  secreting  sur- 
face within,  in  addition  to  the  dermoid  portion,  so  that  their 
contents  are  always  to  a  greater  or  less  extent  fluid.  This  fact 
excludes  them  from  the  category  of  the  solid  ovarian  tumors. 

In  some  exceptional  cases,  however,  dermoid  ovarian  cysts 
have  become  very  large.  Blumenbach  reports  a  case  in  which 
a  cyst  of  the  left  ovary  weighed  fourteen  pounds,  and  hung  be- 
low the  patient's  knees.  Its  contents  weighed  forty  pounds 
more,  and  made  her  circumference  four  ells2  (a  mistake,  of 

1  The  term  piliferous  cyst  is  rejected,  as  not  sufficiently  broad,  developmentally 
considered. 

2  The  shortest  ell  (Flemish)  is  twenty-seven  inches ;  the  longest  (French)  is  fifty- 
four  inches ;  and  four  ells  are  one  hundred  and  eight  to  two  hundred  and  sixteen 
inches,  or  nine  to  eighteen  feet. 


DERMOID  CYSTS  OF  THE  OVARY.  55 

course).  It  commenced  at  the  age  of  seventeen,  and  she  died 
at  thirty-eight  years.  They  increase  partly  by  new  formation 
in  the  cyst-wall,  and  partly  from  accumulation  of  the  secretion 
of  the  dermoid,  and  the  remaining  surface,  in  the  cyst.  We 
have  to  consider : 

I.  The  wall  of  the  cyst. 
II.  Its  contents. 

I.  The  cyst-wall  is  generally  thick,  and  has  at  least  two  layers: 

1.  The  external  layer  consists  of  diverging  connective-tissue 
fibres,  enclosing  fat-cells — a  true  panniculus  adiposus  (i.  e.,  a 
never-absent  layer,  like  the  loose,  subcutaneous  areolar  tissue, 
abounding  also  in  fat-cells).  Masses,  one-half  an  inch  in  diam- 
eter, of  yellow  fat,  in  this  layer,  are  sometimes  seen  protruding 
into  the  cavity  of  the  cyst. 

2.  The  inner  smooth  layer  is  a  skin  with  its  corium,  some- 
times but  not  always  presenting  papillse ;  a  stratum  Malpighia- 
num,  and  an  epithelium  of  thick  layers  of  cells,  usually  non- 
nucleated.  This  last  layer  is  one  line  thick.  Here  also  we  find 
hair-follicles,  and  sebaceous  glands  opening  into  them,  and,  ac- 
cording to  Ivolrausch,  Heschl,  and  others,  sweat-glands  also. 

II.  The  contents  of  dermoid  cysts  are : 

1.  A  smeary  mass  resembling  vernix  caseosa,  consisting  of 

cast-off  epithelium-scales,  and  sebaceous  fluid,  a  yellow, 
fatty  grease  (Klob),  like  lard  or  butter,  more  or  less 
soluble  in  ether ;  and  in  this — 

2.  Hairs,  and  teeth,  and  sometimes  bone,  and  other  tissues. 

3.  Cholesterine-crystals,  sometimes  so  abundant  as  to  give 

the  contents  of  the  cyst  a  glistening  appearance. 
1.  Hairs. — Of  the  accidental  contents  of  dermoid  cysts,  hairs 
are  the  most  frequent.  They  are  sometimes  found  attached  to 
the  dermoid  surface,  and  springing  from  follicles,  but  are  usually 
rolled  up  in  separate  balls,  or  masses  elongated  like  a  finger. 
Sometimes  they  are  enclosed  in  a  capsule,  entirely  isolating 
them  from  the  internal  surface  of  the  cyst.1  They  are  more 
frequently  reddish-blond  than  brown  or  black,  bearing  no  re- 
semblance in  color  to  the  hair  of  the  patient.  Andral  found 
hairs  in  an  ovarian  cyst  of  a  negress,  which  were  soft,  smooth, 

1  Kiwisch,  p.  227. 
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red,  or  blond,  and  some  were  silvery,  like  the  hair  of  white 
children.  They  are  very  often  fine,  like  wool,  and  they  vary  in 
length  from  four  to  six  inches,  or  more.  In  Blumenbach's  case, 
before  alluded  to,  there  were  hairs  two  feet  long ;  and  Boinet 
remarks  that  they  are  sometimes  as  long  as  are  ever  found 
elsewhere.  A  dermoid  cyst  removed  by  me  in  July,  1869,  by 
ovariotomy,  contained  reddish  hairs,  four  inches  to  one  and  a 
half  foot  long,  rolled  up  in  five  distinct  balls  of  various  sizes, 
each  being,  however,  by  a  few  hairs  attached  to  another  one. 


FIG.  26. — Ovarian  Cyst  containing  Hate.  Loose  Fatty  Matter,  Adipose  Tissue,  Sebaceous 
Glands,  and  Hair-Follicles. — (Craveilhier.) 


It  contained  no  teeth  or  bones,  but  a  large  amount  of  fatty 
matter,  resembling  very  soft  butter,  and  epithelial  cells,  as  is 
usually  the  case  where  only  hairs  abound  in  a  cyst.  Indeed,  we 
might  count  upon  this  relation  of  these  two  elements  of  the 
cyst-contents,  since  the  hair-follicles  and  the  sebaceous  follicles 
are  associated  here,  as  everywhere  else,  in  the  skin.  Dr.  Gr.  F. 
French,  of  Portland,  Me.,  describes  a  dermoid  cyst  containing 
two  hard  balls,  of  fine  black  hair,  two  and  three  inches  in  di- 
ameter, embedded  in  yellow,  sebaceous  matter,  which  filled  the 
cyst.     Thirty  or  forty  hairs  were  still  attached  to  what  seemed 
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a  small  piece  of  scalp.1  Mr.  G.  "W.  H.  Coward  reports,  in  the 
Lancet,  p.  216,  vol.  i.,  1856,  a  case,  in  tapping  which  a  mass  of 
hair  resembling  tow  in  appearance  was  withdrawn — as  much  as 
could  be  grasped  in  the  hand.  Some  hairs  were  two  feet  in 
length. 

2.  Teeth. — But  the  most  remarkable  of  the  contents  of  der- 
moid cysts  are  teeth.  Very  frequently  they  number  from  a 
single  one  to  ten.  I  have  seen  nine  in  a  single  instance,  and  a 
smaller  number  in  several  other  cases.  But  they  are  sometimes 
found  in  numbers  truly  surprising.  Cleghorn  had  a  case,  cited 
by  Meckel,  in  which  there  were  forty -four  teeth.  In  a  case  re- 
ported by  Schnabel,2  there  were  more  than  one  hundred  teeth 
of  all  varieties  ;  and  Ploucquet's  case  had  three  hundred  !  They 
are  either  developed  upon  a  bony  foundation,  as  is  most  com- 
mon, or  lie  on  the  internal  surface  of  the  cyst,  their  crowns  lying 
within  its  connective  tissue,  or  projecting  into  its  cavity.  Some- 
times, however,  they  are  connected  with  cartilage,  and  are 
perfect  incisor,  canine,  or  molar  teeth.  Sometimes  they  are 
contained  in  capsules.  These  typical  forms,  however,  are  not 
generally  met  with.  Frequently,  only  the  crowns  and  bodies 
are  developed,  and  often  even  these  are  only  rudimentary. 
But  they  are  actual  teeth,  presenting  the  dentine,  the  enamel, 
a  homogeneous  enamel  membrane,  and  the  cementum.  But 
sometimes,  on  well-developed  teeth,  the  enamel  is  absent.  The 
most  perfect  forms  have  also  a  body,  neck,  and  fang. 

Meckel  ascertained  that  these  teeth  are  subject  to  the  same 
laws,  as  to  duration  and  development,  as  normal  teeth — succes- 
sive sets  being  produced.  Dr.  S.  J.  A.  Salter  found  nerves  dis- 
tributed to  their  pulps.3  And  there  is  a  specimen  in  Roki- 
tansky's  museum,  in  which  a  milk-tooth,  as  it  may  be  called,  is 
atrophied  from  the  fang  up  into  the  body  by  another  tooth  be- 
hind it,  which  is  the  analogue  of  a  persistent  tooth.  If  a  cyst 
contains  teeth,  and  but  few  hairs,  its  fluid  contents  are  generally 
of  a  gelatinous  character. 

3.  Bone. — Osseous  tissue  is  generally  found  in  dermoid 
cysts  in  the  form  of  small  scales  firmly  embedded  in  the  connec- 

1  "  Transactions  of  Maine  Medical  Association,"  1871,  vol.  iv.,  part  L,  p.  145. 

2  Kiwiscb,  op,  cit.,  p.  230. 

3  "  Guy's  Hospital  Reports,"  1860,  p.  241. 
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tive  tissue  of  the  cutis.  Sometimes,  however,  it  assumes  the 
shapes  of  certain  bones,  and,  if  teeth  be  also  found  implanted  in 
them,  it  requires  no  great  effort  of  the  imagination  to  discover 
in  them  portions  of  the  maxillary  bones.  I  have  seen  six  teeth 
thus  implanted  in  a  bone  in  one  instance,  and  nine  in  another. 
In  Blumenbach's  case  there  were  eight  irregular  pieces  of 
bone,  one  of  them  eight  and  another  ten  inches  long,  and  one 
of  them  having  implanted  into  it  six  molar  teeth  and  one  in- 
cisor, all  completely  formed.  In  Schnabel's  case  1  there  were 
several  fragments  of  bone,  besides  more  than  one  hundred 
teeth,  of  all  varieties,  with  fangs  imperfect  or  partly  absorbed. 
This  cyst  occurred  in  a  girl,  thirteen  years  old,  who  had 
never  menstruated,  and  it  was  three  times  the  size  of  an  adult 
head. 

These  are  all  true  bony  tissue,  presenting  concentric  lamel- 
lae, lacunae,  pores  (canaliculi),  and  blood-vessels ;  but  the  lacunae 
are  larger  and  fewer  than  in  bone,  and  the  canaliculi  are  less 
numerous.  In  some  cases  these  bones  present  a  medullary 
canal  containing  marrow.  Heschl  reports  a  case  in  which  a 
bone,  one  inch  long  and  three  lines  thick,  and  shaped  like  a 
horseshoe,  was  connected  with  the  loose  connective  tissue  by 
normal  periosteum.  It  also  had  several  processes  to  which 
small  cartilages  were  distinctly  articulated  by  loose  capsular 
ligaments.  Yanderwich  saw  a  small,  hollow  bone,  with  an  ex- 
ternal covering  like  a  periosteum,  and  lined  within  by  a  mem- 
brane analogous  to  the  dura  mater.  And  Boinet  reports  a  case 
p.  116)  in  which  a  bone  as  broad  as  the  palm  of  the  hand,  and 
resembling  the  scapula  at  one  extremity,  divided  at  the  other 
into  three  acute-angled  processes  resembling  the  inferior  maxil- 
lary bone.     Is  was  apparently  covered  by  cartilage. 

Muscular  tissue  and  nerves  have  also  been  repeatedly  demon- 
strated in  dermoid  cysts ;  the  latter,  first  by  Mr.  Gray.2  Boinet 
cites  a  case  of  the  former  kind,  and  he  alone  states  that  nails 
have  been  found  in  them.  The  following  interesting  case  is 
described  in  one  of  Bokitansky's  lectures : 3 

1  Kiwisch,  p.  230 ;  from  Wurtemburghisches  "  Correspondenzblatt,"  1844,  B.  14, 
No.  10. 

2  "  Medico-Chirurgical  Transactions,"  vol.  xxxvi.  (1853). 

3  Published  in  Zeitschrift  der  Wiener  Aertzte,  3  Jahrung,  xii.  Heft,  p.  54. 
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The  preparation  is  a  cyst  the  size  of  a  child's  head,  developed  in  the 
right  ovary,  consisting  of  three  compartments,  and  containing  fat  and  hair; 
upon  its  internal  surface  were  situated  extensive  islands  furnished  with  a 
dermoid  membrane  set  with  hairs,  with  a  panniculus  adiposus",  and  with 
numerous  glands,  which  secreted  a  large  quantity  of  lardaceous  matter. 
From  one  of  these  islands  a  cylindrical  bony  growth  projected,  two  and  a 
half  inches  long,  and  the  same  in  thickness,  somewhat  curved  at  its  ex- 
tremity, pointed,  and  enclosed  in  a  general  hairy  integument,  which  con- 
sisted internally  of  a  thin,  compact  lamellae  of  large-celled  medullary  diploe, 
and  in  its  form  might  be  compared  to  a  finger.  Its  base  was  rounded  off, 
and  was  fixed,  by  means  of  some  fibrous  tissue,  to  a  flattened  piece  of  bone, 
and  possessed  a  certain  degree  of  motion.  This  growth  was  supplied  by  a 
vascular  and  nervous  twig,  which  proceeded  from  the  wall  of  the  cyst  in 
the  neighborhood  of  its  base ;  the  former  came  from  a  considerable  plexus, 
apparently  venous;  the  latter,  a  gray,  reddish  trunk,  about  half  a  line  in 
diameter,  from  a  collection  of  red-colored  ganglionic  masses,  which  were 
enclosed  in  a  capsule  formed  by  the  separation  of  the  two  lamellae  of  the 
cyst- wall.  Each  trunk  entered  the  bony  growth  and  was  distributed  as 
far  as  its  point,  similar  to  the  nerves  of  the  finger,  giving  off  in  its  course 
several  twigs  to  the  general  integument;  no  muscular  fibres  were  discov- 
ered in  it. 

Dermoid  cysts  are  very  frequently  developed  before  puberty. 
Of  eighteen  instances  of  this  kind,  M.  Pigne  found  that — 

three  occurred  in  foetuses  at  eight  months  ; 

four  "  foetuses  at  full  term ; 

six  "  children  from  six  months  to  two  years  ; 

five  "  virgins  under  twelve  years  of  age. 

I  have  had  a  case  of  dermoid  cyst  in  a  girl  of  nine  years,  and 
consider  this  form  of  cyst  always  congenital.  It  occurs  in  the 
male  also,  and  most  frequently  in  the  testis,  though,  in  either 
sex,  it  may  occur  elsewhere  than  in  the  sexual  organs,  e.  g.,  in 
the  lungs.  Alleged  dermoid  cysts  of  the  uterus  must,  however, 
be  explained  on  a  different  ground.  I  reported  a  case  to  the 
New  York  Pathological  Society  in  1865,  in  which  a  mass  of  red- 
dish hair  had  been  expelled  apparently  from  the  uterus  after 
labor.  The  cyst,  being  ovarian,  had  been  ruptured  during  la- 
bor, the  rupture  extending  through  the  wall  of  the  cervix  uteri 
into  its  canal,  just  below  its  junction  with  the  body  of  the 
uterus,  and  through  which  the  mass  of  hair  passed. 

Dermoid  cysts  are  more  liable  to  become  inflamed  and  to 
suppurate  than  the  two  forms  of  cystoma,  and  thus  to  discharge 
their  contents  by  the  rectum  or  the  vagina.     This  probably  de- 
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pends  on  the  more  irritating  nature  of  these  contents.  The 
origin  of  this  class  of  cysts  still  remains  unexplained,  but  will 
be  discussed  in  a  subsequent  section. 

Relative  Frequency  of  the  Three  Varieties  of  Ovarian  Cysts. 

Of  sixty  cases  of  ovarian  cysts  examined  post  mortem  (forty- 
one  reported  by  Scanzoni,  and  nineteen  by  Dr.  West),1  there 
were : 

Simple  cysts 15 

Polycysts  (two  termed  cysto-carcinoma) 44 

Dermoid  cyst 1 

Of  all  the  forms  of  ovarian  tumors  the  fibroma  constitutes 
decidedly  less  than  one  per  cent.,  and  may  be  stated  at  one-half 
per  cent.  ;  the  true  monocyst  constituted  three  per  cent,  in  Dr. 
Keith's  cases ;  the  dermoid  cyst  may  be  estimated  at  one  and 
one-half  to  two  per  cent.,  the  oligocyst  at  thirty-eight  per  cent., 
and  the  polycyst  at  fifty-seven  per  cent.  Carcinoma  is  about  as 
frequent  as  the  fibroma. 

But  dermoid  cysts  doubtless  occur  more  frequently  than 
they  are  recognized,  even  by  ovariotomists.  I  recently  showed 
an  oligocyst,  as  it  was  believed  to  be,  to  the  class  of  the  Col- 
lege of  Physicians  and  Surgeons,  consisting  of  a  single  sac, 
and  an  apparently  solid  portion,  like  the  form  described  on 
page  49.  On  inverting  the  large  cyst  to  examine  the  small 
ones  making  up  the  more  solid  portion,  I  found  one  of  the  size 
of  a  pullet' s-egg,  containing  a  clear,  gelatinous  fluid ;  and  a  cyst 
as  large  as  a  hen' s-egg,  containing  hair  and  sebaceous  fluid — it 
being,  in  fact,  a  dermoid  cyst.  The  remainder  of  the  mass  con- 
sisted of  a  piece  of  bone,  three  and  one-half  inches  long,  curved 
like  the  inferior  maxillary  bone,  with  one  incisor  tooth  in- 
serted in  it.  The  large  cyst  contained  the  usual  ovarian  fluid, 
and  from  this  the  dermoid  cyst  was  entirely  isolated,  though  pro- 
jecting into  its  interior. 

Considering,  as  I  do,  that  the  dermoid  cyst  is  congenital,  it 
may  be  suggested  that  its  presence  in  the  substance  of  the  ovary 
is  the  exciting  cause  of  the  cystoma  which  accompanies  and 
encloses  it. 

1  Kiwisch,  p.  42,  note. 


CHAPTEK  III. 

GROWTH,   DURATION,   CAUSES,  AND   SYMPTOMS,   OF   OVARIAN   TUMORS. 

SECTION  I. 
GROWTH   AND   DURATION   OF   OYAKIAN   TUMORS, 

1.  Growth. — Since  the  ovary  normally  projects  backward 
from  the  level  of  the  posterior  surface  of  the  broad  ligament 
(p.  2),  it  falls  still  farther  back  into  the  pelvis  when  increased 
in  weight  and  size  by  cystic  or  fibroid  degeneration  ;  and  fre- 
quently the  uterus,  being  also  carried  backward  by  the  traction 
of  the  ovary,  is  for  the  time  retroflexed.  This  I  term  the 
first  stage  of  its  growth. 

As  the  tumor  increases,  however,  it  rises  from  the  pelvis, 
and  is  then  first  recognized  by  the  patient  in  one  of  the  ilio- 
hypogastric spaces.  It  is  in  a  majority  of  cases  easily  movable 
across  the  median  line  to  the  side  opposite  its  habitual  location. 
If,  however,  it  has  become  adherent  in  the  pelvis,  it  is  not  thus 
movable  at  its  upper  part ;  and  this  form  of  adhesion  is  far  more 
common  in  cases  of  polycysts  than  of  oligocysts. 

Having  risen  above  the  pelvis,  it  expands  for  a  time  pretty 
equally  in  all  directions,  and  until  it  has  risen  to  the  umbilicus ; 
and  now  its  second  stage  is  complete.  By  this  time  it  has  gen- 
erally become  so  broad  as  to  admit  of  but  little,  if  any,  lateral 
displacement  by  manipulation;  its  growth  continues  in  the  di- 
rection of  the  least  resistance,  i,  e.,  upward,  till  it  reaches  the 
stomach  and  other  organs  in  the  epigastrium,  when  the  third 
stage  is  completed ;  and  then  forward  and  laterally  so  as  to  give 
a  large  circumference  above  the  umbilicus.  This  is  the  fourth 
and  last  stage.  If  the  tumor  be  a  polycyst,  the  largest  cyst  or 
cysts  will  therefore  be  found  at  its  upper  and  anterior  aspect, 
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as  was  first  noticed  by  Dr.  Simpson.1  As  the  tumor  rises  out 
of  the  pelvis,  the  uterus  is  again  brought  nearly  into  its  nor- 
mal position,  but  only  to  be  soon  crowded  by  the  tumor  to  the 
opposite  side,  or  into  a  state  of  latero-flexion,  and  finally,  as 
the  tumor  increases  in  breadth  below,  the  uterus  is  forced  en- 
tirely behind  it,  and  thus  subsequently  remains.  I  have,  in 
several  instances,  traced  the  changes  I  have  just  mentioned,  in 
the  course  of  an  ovarian  tumor. 

The  Fallopian  tube  of  the  affected  side  is  seen  rising  upon 
the  antero-lateral  surface  of  the  tumor  often  even  to  its  summit. 

The  size  acquired  by  ovarian  cysts,  before  they  demand  sur- 
gical interference,  varies  much  in  different  cases.  A  circum- 
ference of  forty  to  forty-five  inches  is  quite  common.  In  the 
case  of  the  patient  from  whom  I  removed  one  hundred  and 
six  pounds  by  tapping,  the  girth  of  the  abdomen  was  six  feet 
(seventy-two  inches) ;  and  of  the  patient  who  yielded  one  hun- 
dred and  forty-nine  pounds  and  a  fraction,  it  was  six  and  a  half 
feet  (seventy-eight  inches).  Some  patients,  however,  do  not 
bear  a  distention  of  the  abdominal  walls  beyond  twenty-eight 
or  thirty  inches  even,  before  a  removal  of  the  pressure  becomes 
necessary. 

The  time  elapsing  from  the  discovery  of  the  tumor  by  the 
patient,  when  it  is  usually  three  inches  at  least  above  the  pubes, 
till  surgical  interference  becomes  necessary,  therefore  varies 
much  in  different  cases.  Polycysts  are  developed  more  rapidly 
than  oligocysts  ;  though  polycysts  ascending  merely  to  the  um- 
bilicus sometimes  produce  more  constitutional  disturbance  than 
much  larger  oligocysts,  and  for  this  reason  necessitate  earlier 
interference.  And  very  sensitive  patients  can  bear  neither 
variety  well.  On  an  average,  I  should  say  that  polycysts  de- 
mand surgical  treatment  within  a  year,  and  oligocysts  within  a 
year  and  a  half  to  two  years,  after  being  first  detected  by  the 
patient.  Cysts,  however,  with  flaccid  walls  (and  these  are  al- 
ways oligocysts,  I  think),  may  be  several  years  in  filling — even 
ten  or  twelve  years — to  the  extent  demanding  surgical  aid.  I 
shall  have  occasion  to  mention  a  cyst  which  existed  over  seven- 
ty-five years  without  being  tapped,  probably  a  dermoid  cyst. 

It  is  impossible  to  state,  except  in  a  very  general  way,  how 

1  Edinburgh  Monthly  Journal  of  Medical  Sciences,  1852,  vol.  xv.,  p.  365. 
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long  a  time  is  required  for  the  diseased  ovary  to  attain  a  size 
recognizable  by  the  patient,  or  about  the  size  of  the  uterus  at 
the  end  of  four  and  a  half  to  five  months  of  gestation.  From 
observations  of  several  ovarian  cysts  discovered  at  a  very  early 
stage,  during  the  treatment  of  uterine  affections,  I  think  the 
average  time  is  about  two  years  for  poly  cysts,  and  two  and  a 
half  or  more  for  oligocysts.  They  are  developed  most  rapidly 
at  the  time  of  the  menopause.  Dermoid  cysts,  being  congenital, 
usually  require  many  years  for  their  growth  to  a  size  to  require 
operative  interference,  and  are  subject  to  no  limit  as  to  time. 

Of  course,  since  the  ovary  in  its  normal  condition  is  not 
pediculated,  an  ovarian  cyst  at  first  has  no  pedicle.  If  it  does 
not  rise  from  the  pelvis  at  all  on  account  of  early  adhesions, 
except  so  far  as  the  growth  continues  in  its  upper  cysts,  or  in 
its  upper  portion  if  a  monocyst,  only  a  very  short  pedicle  will 
be  found.  But,  if  it  rises  well  out  of  the  pelvis,  a  longer  pedicle 
will  be  the  result.  Oligocysts,  therefore,  being  less  liable  to 
remain  in  the  pelvis  from  adhesions,  present  the  best-developed 
pedicles.  Such  are  from  two  to  four  inches  long,  and  one  to  four 
inches  broad ;  thicker  at  the  two  borders,  containing  the  blood- 
vessels, and  one  of  them  the  Fallopian  tube  also ;  and  very 
thin  in  the  central  portion.  The  pedicle  of  a  polycyst  is  general- 
ly short,  thick  (as  the  hand  sometimes),  and  wide — sometimes 
even  seven  inches.  A  free  mobility  of  the  tumor  after  it  rises 
from  the  pelvis  indicates  a  long  pedicle. 

In  case  of  large  cysts  of  either  kind,  adhesions  of  limited 
extent  may  be  expected  of  its  anterior  surface,  at  its  upper  por- 
tion at  least,  either  to  the  parietal  peritonaeum,  or  the  omentum, 
or  both.  But  adhesions  of  the  posterior  surface  of  the  tumor  to 
the  organs  in  the  abdomen  are  due  to  abnormal  conditions,  and 
especially  to  inflammation  of  the  cyst-walls.  But  adhesions  are 
always  more  common,  more  extensive,  and  more  vascular,  in 
polycysts  than  in  oligocysts,  the  other  conditions  being  the  same. 

In  exceptional  cases  the  growth  of  ovarian  cysts  takes  place 
at  intervals  ;  the  pauses  being  of  various  length,  and  sometimes 
continuing  for  years.  In  rare  instances,  also,  the  fluid  within 
the  cyst  undergoes  a  periodical  increase  and  decrease.  A  re- 
markable instance  of  the  tidal  growth  of  an  ovarian  cyst,  report- 
ed by  Dr.  Eitchie,  will  be  quoted  at  length  further  on.     Many 
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patients,  indeed,  will  assert  that  the  tumor  is  regularly  larger 
before  each  catamenial  period,  and  undergoes  a  diminution 
after  it.  So  far  as  this  increase  is  actual,  it  is  doubtless  due  to 
the  greater  fulness  of  the  ovarian  vessels  during  the  menstrual 
molimen. 

2.  Natural  Duration. — It  becomes  an  interesting  question, 
How  long  a  time  is  usually  required  for  an  ovarian  tumor  to 
pass  through  the  stages  I  have  specified,  to  its  fatal  termination, 
if  not  interfered  with  ?  I  here  speak  only  of  the  two  forms  of 
cystoma  ovarii.  The  fibroma  seldom,  if  ever,  goes  beyond  the 
second  stage,  and,  like  the  dermoid  cyst,  has  a  very  slow 
growth. 

As  our  attention  is  usually  first  called  to  the  cyst  by  the 
patient  herself,  it  has  already  attained  to  the  commencement  of 
the  second  stage  ;  and  this  question  is  therefore  practically  re- 
stricted to  the  second  and  third  stages,  and  afterward.  From 
the  completion  of  the  third  stage,  the  fatal  termination,  in  case 
of  a  polycyst,  would  not  be  postponed  generally  more  than 
twelve  months,  and  often  not  more  than  half  that  time ;  while 
the  average  with  oligocysts  is  at  least  a  year  more.  Without 
distinguishing  these  two  forms  of  ovarian  cyst,  Dr.  F.  Bird 
found,  of  fifty  cases,  the  following  results :  four  died  within 
one  year ;  twelve  died  within  three  years  ;  twelve  died  within 
two  years  ;  ten  died  within  four  years  ;  twelve  died  within  ten 
years.  But  these  results  I  have  not  seen  even  approximately 
verified,  unless  tapping  had  been  successfully  resorted  to.  Only 
the  flaccid  cyst  has,  in  my  observation,  gone  beyond  five  years 
without  tapping. 

Cases,  however,  occur  of  great  interest,  of  oligocysts,  in 
which,  by  tapping,  life  has  been  greatly  prolonged.  I  have 
had  a  case  of  thirteen  years'  continuance,  of  an  ovarian  cyst, 
with  three  tappings  during  the  last  one  and  a  half  year.  Mr. 
Martineau's  case  continued  twenty-five  years,  as  before  stated 
(p.  41),  with  eighty  tappings.  Dr.  Druitt '  had  a  case  of  im- 
mense ovarian  tumor,  existing  over  thirty  years;  and  J.  O. 
Frank  reports  a  case 2  of  ovarian  cyst  existing  from  the  age  of 
thirteen  to  eighty-eight,  or  seventy-five  years  in  all.  It  was 
probably  a  dermoid  cyst.     Dr.  R.  P.  Harris  has  reported  a  case 

1  "  Vade  Mecum,"  p.  465.  2  "  Medecine  Pratique  de  Pierre  Frank,"  p.  236. 
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of  fifty  years'  standing,  in  the  American  Journal  of  Obstetrics 
for  August,  1871. 1  Dr.  John  Clay  gives  the  duration  of  the 
disease,  before  the  operation  of  ovariotomy  was  performed,  in 
one  hundred  and  seventy-five  cases.2  In  many  of  these,  how- 
ever, tapping  had  been  resorted  to ;  so  that  the  results  are  not 
accurately  available  for  the  present  purpose.  The  disease  had 
existed — 


6  to  12  months  in  32  cases. 

1  to    2    years    in  42 

2  to    3    years    in  28 

3  to    4    years    in  19 

4  to    5    years    in  11 

5  to    6    years    in  15 


6  to    7  years  in    5  cases. 

7  to    8  years  in    4      " 

8  to    9  years  in    1  case. 

9  to  10  years  in    3  cases. 
More  than  10  years  15      " 

175  cases. 


T.  Safford  Lee  says  that  the  usual  duration  of  the  disease 
is  one  to  two  years,  the  great  majority  terminating  fatally  with- 
in two  years  (pp.  119,  129). 

On  the  other  hand,  the  rapidity  of  development  of  ovarian 
cysts  has,  in  exceptional  cases,  been  said  to  be  astonishing.  Mr. 
T.  Safford  Lee 3  states  that  he  has  seen  "  a  small  ovarian  cyst  pro- 
gress so  rapidly  in  a  fortnight  as  to  acquire  a  large  size,  obstruct 
the  breathing,  and  severely  impede  the  vital  functions."  And 
Kiwisch  has  seen  a  "  cyst,  from  the  size  of  a  fist  to  that  of  a 
child's  head,  appear  in  the  course  of  from  ten  to  twenty-four 
days,  accompanied  by  severe  local  and  general  symptoms.  Its 
daily  enlargement  was  easily  demonstrated  by  examination." " 
I  suspect  that  the  results  of  perimetritis,  not  then  recognized, 
were  in  both  these  instances  mistaken  for  ovarian  cysts. 

The  period  of  life  during  which  ovarian  cysts  are  liable  to 
be  developed  extends  over  more  than  sixty  years.  Dermoid 
cysts,  being  congenital,  may  become  apparent  at  any  age ;  oligo- 
cysts  may  appear  from  puberty  till  some  time  after  the  meno- 
pause ;  and  polycysts  at  any  time,6  but  very  seldom  before  pu- 
berty. But  Kiwisch  found  cysts  in  both  the  ovaries  of  a  foetus 
(p.  109).     The  youngest  patient  hitherto,  from  whom  an  ovarian 

1  Page  300.  2  Kiwisch  on  "  Diseases  of  the  Ovaries,"  Appendix. 

8  On  Tumors  of  the  Uterus. 

4  Op.  cit.,  p.  112. 

5  Mayer,  of  Bonn,  found  a  polycyst  in  each  ovary  of  a  child  dead  at  fourteen 
days.     They  occur  in  the  new-born,  and  in  the  foetus,  as  above  stated. 
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cyst  lias  been  removed  by  ovariotomy,  was  six  years  and  eight 
months  old ; '  and  the  oldest,  seventy-eight  years.2  Both  these 
operations  were  successful.  That  these  cysts  are,  however,  far 
more  common  during  the  most  active  epoch  of  ovarian  life,  is 
precisely  what  we  should  anticipate.  Dr.  J.  Clay  found  that 
two  hundred  and  eighty-one  operations  of  ovariotomy  had  been 
performed  at  the  following  ages ;  and  the  commencement  of  the 
cysts  probably  averaged  about  two  years  earlier  : 


From  17  years  to  20  years,  11  cases. 
From  20  years  to  25  years,  46  cases. 
From  25  years  to  30  years,  54  cases. 
From  30  years  to  35  years,  48  cases. 
From  35  years  to  40  years,  41  cases. 
From  40  years  to  45  years,  14  cases. 


From  45  years  to  50  years,  30  cases. 
From  50  years  to  55  (none  in  53  and 

54),  14  cases. 
From  55  years  to  60  years,  13  cases. 
From  60  years  and  above,  4  cases. 


The  greatest  number  of  cases  for  any  one  year  was  fourteen, 
and  the  same  at  twenty-eight,  at  thirty,  and  at  forty-five  years. 
The  ten  years  including  the  greatest  number  of  cases  was  from 
twenty-four  to  thirty-four  years — one  hundred  and  eleven  cases. 


SECTION"  n. 

POSITION   AND   KELATIONS   OF   OVAEIAN   CYSTS. 

As  the  position  and  relations  of  an  ovarian  cyst  vary  accord- 
ing to  its  stage  of  growth,  I  recapitulate  the  four  stages  before 
mentioned  (p.  61) : 

First  stage.     The  cyst  is  still  within  the  pelvis. 

Second  stage.  The  upper  extremity  of  the  tumor  has  risen 
out  of  the  pelvis,  and  is  extending  to  the  level  of  the 
umbilicus. 

Third  stage,  includes  the  growth  upward  from  the  umbilicus 
to  the  epigastrium. 

Fourth  and  last  stage,  is  that  in  which  the  growth  of  the 
tumor  is  such  as  to  increase  its  prominence  and  circum- 
ference alone,  it  having  risen  in  the  preceding  stage  to 

*      its  highest  point. 


1  By  Dr.  W.  B.  Barker. 


2  By  Dr.  W.  L.  Atlee. 
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It  is  also  convenient  to  speak  of  the  middle  of  the  second 

stage,  the  tumor  reaching  half-way  from  the  symphysis 

pubis  to  the  umbilicus ;  and  the  middle  of  the  third  stage, 

when  it  has  attained  to  the  point  midway  from  the  um- 

-  bilious  to  the  ensiform  cartilage. 

First  Stage. — While  the  cyst  still  remains  in  the  pelvis,  it  lies 
behind  the  uterus  and  in  front  of  the  rectum.  The  uterus  will 
not,  however,  long  remain  precisely  in  its  normal  position,  its 
fundus  being  crowded  from  the  side  on  which  the  tumor  rises, 
while  the  cervix  is  inclined  toward  the  affected  side.  Some- 
times the  uterus  is  next  crowded  also  forward,  and  thus  directly 
presses  upon  the  bladder.  If  the  uterus  were  retroflexed  before 
the  disease  of  the  ovary  commenced,  the  latter  may  not  get 
between  the  rectum  and  the  uterus  at  all  during  the  first  stage  ; 
in  which  case  the  uterus  remains,  however,  rather  underneath 
than  behind  the  tumor.  ISTow  also  the  rectum  will  receive  the 
combined  pressure  of  the  tumor  and  the  uterus. 

In  the  normal  condition  the  uterus  is  never  behind  the  cyst 
during  the  first  stage  of  its  growth.  The  broad  ligament  of  the 
affected  side  becomes  more  and  more  stretched  as  the  size  of  the 
tumor  increases ;  while,  on  the  other  side,  the  latter  rises  up 
behind,  and  comes  into  contact  with  it.  The  round  ligament, 
also,  in  most  cases,  subsequently  becomes  elongated. 

Boinet  states,  in  a  general  way,  that  the  bladder  is  almost 
always  behind  the  cyst,  and  the  uterus  is  habitually  in  front. 
The  first  statement  applies,  however,  as  will  be  seen,  especially 
to  the  third  stage.  He  also  states  that  the  fundus  uteri  is  in- 
clined toward  the  affected  side  (p.  95),  which  applies  only,  with 
a  few  exceptions,  to  the  second  stage.  Thus  far,  no  portion  of 
the  alimentary  canal,  except  the  rectum,  is  implicated. 

In  some  rare  instances  the  cyst  does  not  descend  into  the 
pelvis  at  all,  but  goes  through  its  first  and  second  stages  from 
the  normal  position  of  the  ovary  upward.  In  such  instances 
the  fundus  uteri  is  at  first  drawn  to  the  affected  side,  and  the 
rectum  escapes  pressure. 

Second  Stage. — The  tumor  comes  above  the  brim  of  the  pel- 
vis (Fig.  27),  and,  unless  adhesions  have  been  contracted  below, 
rises  almost  wholly  out  of  it.     The  tumor  has  also  acquired  a 
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pedicle,  and,  being  quite  movable,  the  patient  first  discovers  it, 
as  a  ball  perhaps  four  inches  in  diameter,  not  tender  on  pressure. 
It  now  begins  to  displace  the  small  intestines  to  the  opposite 
side.  The  uterus  also  yields  to  the  pressure  from  above,  and 
is  gradually  carried  backward  from  its  previous  latero-version  ; 


FIG.  27.— Showing  Stages  op  Growth  of  ovarian  cysts,  after  the  first  is  completed. — A,  middle  of 
'  the  second  stage,  which  is  shown  completed  by  circle  reaching  to  level  of  the  umbilicus ;  JS,  mid- 
dle of  third  stage,  the  latter  shown  completed 'by  the  dark  circle  extending  to  the  epigastrium. 


and  by  the  time  this  stage  is  completed,  and  the  tumor  has 
reached  the  level  of  the  umbilicus,  or  a  little  below,  the  uterus 
is  usually  placed  fairly  behind  the  cyst.  The  bladder  is  also 
carried  with  the  uterus,  first  to  the  opposite  side  (but  only  after 
the  tumor  rises  from  the  pelvis),  and  then  backward ;  so  that 
when  the  tumor  extends  completely  across  the  lower  part  of  the 
abdomen,  and  falls  downward,  being  no  longer  movable  later- 
ally, the  uterus  and  the  bladder  are  both  behind  it,  the  former 
being  more  or  less  retroverted  or  retroflexed. 

If,  however,  the  cyst  had  become  adherent  in  the  pelvis 
during  the  first  stage — which  is  not  very  rare  in  case  of  poly- 
cysts — its  relations  to  the  bladder  and  uterus  below  remain 
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unchanged ;  i.  e.,  they  still  remain  in  front  of  it,  or  rather  the 
bladder  is  pushed  to  one  side,  while  the  uterus  may  or  may  not 
maintain  a  more  central  position.  This  relation  of  the  uterus, 
at  the  end  of  the  second  and  in  the  third  stage,  is  not  very  un- 
common in  case  of  polycysts,  but  is  very  rare  with  oligocysts. 
I  have,  however,  met  with  it  in  a  single  instance  of  monocyst 
without  adhesions. 

Boinet  mentions  the  fact  as  a  remarkable  one  that  Cruveil- 
hier  found  the  uterus  behind  an  ovarian  cyst  in  three  instances 
(p.  95).  Huguier  has  remarked  that  cysts  of  the  left  ovary 
sometimes  place  themselves  on  the  right  side  in  the  second 
stage,  and  thus  mask  their  point  of  origin  ;  a  fact  attributable, 
I  think,  to  the  normal  proximity  of  the  left  ovary  to  the  rec- 
tum (p.  1). 

Third  Stage. — The  tumor  having  now  risen  to  the  level  of 
the  umbilicus  (Fig.  27),  pushes  the  small  intestines  above  it, 
and  more  into  the  left  than  the  right  hypo chondrium,  asBoinet 
asserts  (p.  94),  the  omentum  majus  alone  being  interposed  be- 
tween it  and  the  anterior  walls  of  the  abdomen,  and  as  far 
down  on  its  anterior  surface  as  its  length  will  allow.  In  case 
of  a  large  tumor,  the  omentum  scarcely  extends  below  the 
navel.  The  sigmoid  flexure  is  also  pushed  behind  the  cyst ; 
but  the  ascending  and  descending  colon  maintain  their  normal 
positions  ;  a  fact  of  very  great  importance  in  a  diagnostic  point 
of  view.  The  uterus  and  bladder  remain  as  at  the  end  of  the 
second  stage  ;  but  the  tumor,  still  expanding  upward,  at  length 
reaches  the  stomach,  the  spleen,  and  the  liver,  elevating  the 
ribs  and  the  diaphragm  as  shown  in  Fig.  28. 

Fourth  Stage. — Finally,  the  tumor  increases  in  the  direction 
of  the  least  resistance,  expanding  forward  and  laterally,  as  be- 
fore stated  (p.  61),  but  without  further  change  of  its  relations 
to  the  abdominal  contents. 

If,  however,  the  omentum  were  adherent  at  its  lower  ex- 
tremity before  the  growth  of  the  ovarian  cyst  commenced,  it  will, 
of  course,  cover  the  whole  anterior  surface  of  the  tumor,  how- 
ever large,  and  might  therefore  be  wounded  in  case  of  tapping. 
In  one  of  my  cases  of  ovariotomy,  I  found  the  omentum  thus 
adherent  to  the  right  iliac  fossa.1     It  was  of  sufficient  length  to 

1  American  Journal  of  Medical  Sciences,  July,  1 864. 
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reach,  after  the  removal  of  the  tumor,  nearly  to  the  patient's 
knees. 

Moreover,  if  a  portion  of  small  intestine  should  become  in  a 
similar  manner  adherent  to  the  anterior  wall  of  the  abdomen, 
it  would  remain  between  the  wall  and  the  tumor.  I.  B.  Brown 
met  with  such  a  case,  and  narrowly  avoided  wounding  the  in- 


FIG.  28. — Displacement  op  the  Viscera  by  a  large  ovarian  cyst.  The  liver  carries  the  diaphragm 
to  the  level  of  the  third  rib.  The  stomach  and  intestines,  greatly  reduced  in  size,  occupy  the 
posterior  and  upper  part  of  the  abdomen,  where  alone  the  intestinal  movements  were  felt  by 
the  patient.  The  lungs  much  compressed,  and  full  inspiration  impossible.  Eibs  much  elevated, 
and  vertical  dimensions  of  the  thorax  proportionally  diminished, — (Bright.) 

testine  in  making  the  abdominal  incision  for  ovariotomy.  Dr. 
Keith  had  seen  two,  and  S.  Wells  six  such  cases,  in  1869. 1  In  one 
of  the  latter,  Dr.  Routh,  Dr.  Hewitt,  and  others,  verified  the  fact 
of  dulness  on  percussion  over  that  portion  of  the  abdomen.2 

If  the  cyst  become  adherent  to  the  posterior  wall  of  the 
bladder,  in  the  first  or  the  second  stage,  the  latter  remains  in 
front  of  the  tumor,  and  may  be  punctured  in  tapping.  M. 
Bitouret  reports  such  an  instance.3 


SECTION"  III. 

CHANGES   SPONTANEOUSLY    OCCURRING   IN   OVARIAN   CYSTS. 

M.  Ordonez  has  found  that  a  process  of  production  and  de- 
generation is  constantly  going  on  among  the  histological  ele- 
ments of  ovarian  cysts,  and  especially  in  the  tufts  of  capillary 

1  V.  Y.  Jour,  of  Med.,  1869,  vol.  ix.,  p.  194.     2  Med.  Times  and  Gazette,  Jan.  2, 1858. 
3  "Archives  Generates  de  Medecine,"  1865,  tome  i.,  p.  108. 


SPONTANEOUS   CHANGES   IN   OVARIAN  CYSTS.  ?1 

vessels  on  their  inner  surface  (Boinet,  p.  84).  The  lining 
epithelium  is  also  liable  to  fatty  degeneration.  But  there  are 
also  other  changes  to  be  considered,  some  resulting,  in  favor- 
able circumstances,  even  in  a  spontaneous  recovery,  while  others 
are  always  attended  with  danger  : 

1.  Cases  are  recorded  of  the  spontaneous  evacuation  of  ova- 
rian cysts  by  absorption.  Dr.  Baillie  mentions  an  instance  of 
absorption  of  the  contents  of  a  cyst  which  had  existed  thirty 
years.1  Mr.  ISTorman,  of  Bath,  also  had  a  case  of  progressive 
wasting  of  an  ovarian  cyst.2  The  fluid  did  not  reaccumulate  in 
either  of  these  instances. 

I  do  not  admit,  with  some  writers,  the  spontaneous  absorp- 
tion of  an  ovarian  cyst,  together  with  its  contents.  But  some- 
times a  progressive  atrophy  does  occur.  Such  a  case  occurred 
under  my  observation  several  years  since,  during  the  adminis- 
tration, three  times  a  day,  for  four  or  five  months,  of  fl.  §  ss.  of  a 
saturated  solution  of  chlorate  of  potassa.  I  am  by  no  means 
positive  that  the  disappearance  of  the  cyst  was  due  to  the  rem- 
edy used.  Prof.  White,  of  Buffalo,  has  had  a  case  of  spontane- 
ous absorption  of  the  fluid.3 

2.  Yery  rarely,  after  a  period  of  active  increase  in  an  ova- 
rian cyst,  the  secreting  process  suddenly,  and  without  any  ap- 
parent cause,  ceases,  and  sometimes  finally.  In  other  instances 
the  disease  resumes  its  former  activity.  In  a  case  continuing 
fifty  years — from  1809  to  1860 — the  patient  was  tapped  at  long 
intervals  prior  to  1825,  the  first  tapping  being  in  1811,  when 
four  gallons  of  fluid  were  removed.  She  was  then  twenty-seven 
years  old.  She  gave  birth  to  three  living  children  in  the  years 
1812,  1815,  and  1818.  From  the  year  1825  to  1818,  she  was 
not  tapped  at  all ;  i.  e.,  from  the  age  of  forty-one  to  sixty -four. 
From  1818  to  1860,  she  was  tapped  seventeen  times,  and  she 
died  from  exhaustion  in  August,  1860,  at  the  age  of  seventy-six 
years. 

The  following  case,  reported  by  Dr.  Ritchie,4  is  very  remark- 
able for  the  tidal  growth  of  the  cyst.     The  patient,  thirty-eight 

1  Quoted  by  Dr.  Copland. 

8  Provincial  Medical  and  Surgical  Journal,  1851,  p.  7. 

3  Buffalo  Medical  and  Surgical  Journal,  October,  1870,  p.  90. 

4  Edinburgh  Medical  Journal,  March,  18Y0,  p.  849. 
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years  of  age,  was  in  a  private  lunatic  asylum,  under  the  care  of 
Dr.  Millar,  until  she  died ;  and  Dr.  Millar's  measurements  are 
shown  in  the  following  table : 


In  Circumference. 

1867. 

April, 

=  54  inches,  maximum. 

1867. 

19  th  May, 

=  51 

It 

-  8} 
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19th  September, 
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a 

1867. 
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=  38 

<( 
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=  40 

u 

+    2) 
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it 
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1868. 
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« 
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25th  July, 

=  35 

« 
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=  45 
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u 
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=  51 

u 
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1869. 

September, 

=  51£ 

a 

+   i. 

1869. 

23d  November, 

=  50| 

t( 

post-mo  i 

tern  circumference 

In  its  obstetrical  aspect  Dr.  Kitchie  thought  the  case  was  also  interest- 
ing. The  first  distinct  notice  of  her  true  condition  was  in  March,  1866 ; 
but  long  previous  to  that  date  her  peculiar  appearance  had  attracted  notice, 
and  it  was  not  improbable  she  had  been  self-conscious  of  it,  as  she  used  fre- 
quently to  say  she  was  in  the  "  family  way."  In  April,  1867,  her  condition 
was  one  of  great  urgency,  which  seems  to  have  been  connected  with  the  tu- 
mor, and  it  gave  a  starting-point  as  to  her  size.  An  interesting  point,  too,  was 
that  her  state  at  this  time  apparently  indicated  her  first  reduction  in  size  ; 
for  during  the  next  month  she  became  three  inches  less,  and  in  September 
there  was  a  more  rapid  decrease  of  ten  inches;  with  the  reduction  in  the 
following  month,  there  was  consequently  a  decrease,  in  the  course  of  five 
months,  of  sixteen  inches ;  and  it  was  of  importance  to  note  that  in  Sep- 
tember, when  the  rapid  decrease  took  place,  the  only  condition  noticed  was 
that  she  passed  immense  quantities  of  water.  Had  there  been  any  injury 
to  the  cyst,  some-  constitutional  disturbance  would  likely  have  been  pro- 
duced. For  eight  months  she  went  on  increasing  in  size,  till  on  the  26th 
of  June  she  had  gained  the  girth  of  forty-nine  inches,  or  eleven  more  than 
in  October.  The  second  decrease  occurred  in  July,  and  was  very  rapid, 
amounting  to  fourteen  inches  in  the  course  of  a  month ;  and  from  this  time 
till  her  death,  sixteen  months  after,  she  steadily  gained  in  size,  but  never 
reached  the  girth  when  first  measured  in  April,  1867. 

This  diminution  in  circumference  having  occurred  twice,  might,  he 
remarked,  form  the  subject  of  considerable  speculation,  and  that  various 
theories  to  explain  it  might  be  advanced.  The  first  point  to  settle  was, 
whether  there  were  more  cysts  than  one.  At  first  he  was  inclined  to  be- 
lieve that  there  had  been,  and  that  one  had  ruptured  on  each  of  the  two 
occasions  alluded  to  ;  but,  after  making  a  minute  examination  of  the  prepa- 
ration, he  could  not  satisfy  himself  as  to  there  being  any  traces  of  a  rup- 


SPONTANEOUS   CHANGES   IN   OVARIAN   CYSTS.  73 

tured  cyst;  for  lie  considered  the  cysts  must  have  been  of  great  size  when 
they  ruptured,  the  decrease  being  in  one  case  sixteen  and  in  the  other  four- 
teen inches.  He  felt  satisfied  that  the.  small  thickened  portion  of  the  prepa- 
ration could  not  represent  a  collapsed  cyst  of  the  required  size.  His  specu- 
lations being  limited,  therefore,  to  the  existing  cyst,  he  arrived  at  the  con- 
clusion that,  although  there  were  numerous  traces  of  rudimentary  cysts, 
one  only  had  developed  to  great  size.  The  next  question  which  occurred 
was,  How  did  the  fluid  escape  from  the  cyst?  He  could  detect  no  evidence 
of  fistulous  opening  into  the  genital  tract ;  and,  had  there  been  one  into  the 
intestinal  canal,  it  would  not  have  been  overlooked  by  Dr.  Millar.  After 
several  attempts,  a  piece  of  fine  whalebone  was  passed  along  the  right  Fal- 
lopian tube.  Supposing  that  rupture  had  occurred,  there  being  no  trace 
of  fistulous  opening,  and  only  the  right  Fallopian  tube  being  pervious,  the 
matter  was  reduced  to  this :  Could  a  tube  of  so  small  a  diameter,  that  an 
ordinary  probe  could  not  be  passed  along  it,  and  in  which  there  was  no 
evidence  of  previous  dilatation,  permit  of  such  a  flow  of  fluid  along  it  as  to 
cause  the  rapid  diminution  which  took  place,  especially  on  the  last  of  the 
two  occasions?  His  opinion  was  that  it  could  not.  He  could  see  no  other 
way  in  which  it  could  be  removed  but  by  the  kidney.  He  referred  to  the 
observations  of  Sir  J.  Y.  Simpson,  Hewitt,  and  others,  on  the  removal  of 
ovarian  fluid  from  the  peritoneal  cavity,  but  remarked  that  their  observa- 
tions were  not  applicable  to  the  case  before  the  society,  for  in  it  there  was 
no  account  of  such  a  train  of  symptoms  as  accompany  the  sudden  rupture 
of  such  a  large  ovarian  cyst,  and  the  extravasation  of  its  contents  into  the 
peritoneal  cavity,  and,  what  was  even  more  important,  there  was  no  trace 
in  the  walls  of  the  cyst  of  rupture  having  occurred.  Dr.  Thomas  Keith 
had  kindly  examined  the  preparation,  and  was  also  of  opinion  that  no  rup- 
ture had  occurred.  He  had  seen  several  cases  of  a  somewhat  similar  kind 
to  that  of  Miss  M.  0.,  and  had  observed  decrease  of  size,  and  its  subsequent 
increase.  The  conclusion  Dr.  Eitchie  came  to  was,  that  the  fluid  had  been 
in  some  way  absorbed  from  the  cyst  directly,  and  without  the  intervention 
of  rupture.  In  the  cases  in  which  Dr.  Keith  had  observed  a  similar  de- 
crease, the  fluid,  as  in  Miss  M.  O.'s  case,  was  clear  and  thin.  Dr.  Eitchie 
thought  it  was  possible,  and  he  might  even  say  probable,  that  an  endosmotic 
change  had  taken  place  by  means  of  the  large  vessels  to  which  allusion 
was  made  among  the  post-mortem  appearances.  This  was  favored  by  the 
extreme  thinness  of  the  posterior  wall  of  the  cyst,  which  was  quite  trans- 
parent, and  by  the  limpid  character  and  low  specific  gravity  of  the  con- 
tained fluid.  In  such  a  view,  it  would  be  expected  that,  when  the  distention 
of  the  cyst  was  greatest,  the  walls  therefore  thinnest,  and  the  surrounding 
blood-vessels  most  stretched,  the  transmission  of  the  fluid  would  most  likely 
commence;  and,  referring  to  the  case,  it  would  be  observed  that  the  de- 
crease in  size  in  the  first  instance  began  when  the  greatest  distention  had 
been  attained,  and  the  increase  began  when  the  reduction  had  reached  six- 
teen inches.  In  the  second  instance,  the  reduction  commenced  when  the 
circumference  had  reached  forty-nine  inches;  and,  when  the  lowest  meas- 
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urement  of  thirty-five  inches  was  arrived  at,  the  cyst  reversed  the  action, 
and  again  filled.  It  would  be  instructive  to  have  his  view,  on  the  one 
hand,  confirmed,  or,  on  the  other,  to  have  a  more  satisfactory  explana- 
tion of  the  phenomena.  He  had  only  further  to  add  that  he  understood 
Dr.  Keith  to  say  he  had  rarely  seen  so  small  a  pedicle,  and  that  the  case 
would  have  been  an  excellent  one  for  operation. 

2.  A  spontaneous  cure  has  also  resulted  from  the  bursting 
of  an  ovarian  cyst  into  the  peritoneal  cavity,  and  the  subse- 
quent absorption  thence  of  the  fluid,  not  again  secreted.  But, 
in  most  cases,  the  fluid  reaccumulates,  and  remains  after 
such  an  occurrence.  Kiwisch,  however,  speaks  of  cases  in  which 
rupture,  followed  by  reaccumulation  two  or  three  times,  has 
finally  led  to  a  complete  cure.  In  one  instance,  the  fourth  rup- 
ture was  followed  by  a  cure,  they  all  having  occurred  within  a 
period  of  five  months  (p.  121). 

The  rupture  of  the  cyst  may  be  caused  directly  by  a  blow, 
or  by  a  general  concussion,  as  from  a  fall,  or  may  occur  from 
no  assignable  cause.  Sometimes  a  leakage  occurs  from  the 
point  of  a  previous  tapping,  and  a  cure  follows.  Dr.  Martin 
Barry  reports  a  case  in  the  Medical  Times  and  Gazette,  of  July 
13,  1861,  of  rupture  of  an  ovarian  cyst  from  a  fall,  and  which 
wholly  shrivelled  up  in  three  weeks.  An  instance  has  been 
reported  of  the  rupture  of  an  ovarian  cyst  during  an  examina- 
tion by  the  surgeon.  Inflammation  and  death  ensued  (Ibid., 
1869,  vol.  i.,  p.  446). 

Large  cysts  are  less  liable  to  spontaneous  rupture  than  small 
ones,  since  their  walls  have  attained  to  a  greater  degree  of 
thickness  and  strength.  Ruptures  are  often  closed  by  the  heal- 
ing processes,  and  the  resulting  cicatrices  are  seen  on  removing 
the  tumor  by  ovariotomy.  Kceberle  figures  such  a  case  in  his 
Plate  II.,  Fig.  4. — ("  Operations  d'Ovariotomie,"  Paris,  1865.) 

But  the  escape  of  the  fluid  of  an  ovarian  cyst  into  the  peri- 
toneal cavity,  in  consequence  of  a  rupture  of  its  wall,  is  only 
rarely  a  salutary  accident ;  often  the  result  is  fatal.  If  it  be  the 
bland  secretion  of  an  oligocyst  which  has  never  been  tapped 
nor  inflamed,  it  will  pretty  certainly  not  excite  a  peritonitis, 
but  be  rapidly  absorbed  and  carried  off  by  diuresis,  or  some- 
times by  a  profuse  diaphoresis.1     Boinet  states,  however,2  that 

1  Dr.  J.  Y.  Simpson  reports  such  a  case  continuing  several  months.     Edinburgh 
Monthly  Journal  of  Medical  Sciences,  vol.  xv.,  p.  528. 

2  Pag;e  197. 
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the  contact  of  the  fluid  with  the  peritonaeum  always  produces 
intense  pain,  whatever  its  properties.  The  cyst  will  then  refill, 
except  in  the  very  rare  cases  in  which  a  cure  results  precisely 
as  if  it  had  been  tapped.  I  have  had  two  cases  of  ruptured  cyst 
which  did  not  refill ;  but  I  now  believe  both  of  them  to  have 
been  cysts  of  the  broad  ligament.  Prof.  "White,  of  Buffalo,  has 
had  a  cure  after  rupture  of  the  cyst. 

But,  if  the  fluid  escaping  into  the  peritonaeum  be  the  dense, 
irritating  secretion  of  a  polycyst,  it  is  very  sure  to  produce  a 
peritonitis,  which  usually  proves  fatal.  And  polycysts  are 
far  more  liable  to  spontaneous  rupture  than  oligocysts,  since 
their  walls  are  thinner  and  weaker  (p.  50).  I  have  seen  five 
cases  of  spontaneous  rupture  of  polycysts,  and  four  of  the  pa- 
tients died  of  peritonitis  within  five  days  of  the  accident.  The 
remaining  one  barely  recovered,  and  the  tumor  was  successfully 
removed  by  ovariotomy  about  a  year  afterward  by  Dr.  T.  A. 
Emmet,  of  the  New  York  State  Woman's  Hospital.  Ovarioto- 
mists  alone  seem  to  be  cognizant  of  the  excessively  irritating 
qualities,  in  some  cases,  of  the  fluid  of  polycysts.  Sometimes 
the  hands  of  the  operator,  getting  bathed  by  it  during  the  opera- 
tion, remain  red,  and  retain  a  tingling  sensation  for  hours  after- 
ward. Prof.  White,  of  Buffalo,  reports  a  case  in  which  the 
contents  of  a  polycyst  caused  the  hands  of  the  operator  to  feel 
for  twenty-four  hours  as  if  they  had  been  immersed  in  a  strong 
alkaline  solution  ;  and  some  of  the  fluid,  which  had  been  thrown 
out,  chancing  to  be  devoured  by  some  chickens,  caused  their  in- 
stantaneous death.1 

The  following  interesting  observations  on  this  subject  have 
been  made  by  M.  Verneuil : a 

After  an  ovariotomy  at  which  I  assisted,  M.  Matthieu,  who  had  supplied 
the  necessary  instruments,  immediately  placed  them  in  water,  for  the  reason, 
as  he  stated,  that  the  contents  of  certain  ovarian  cysts  blackened,  altered,  and 
even  corroded  very  rapidly  the  most  polished  steel.  This  fact  struck  me, 
and,  desiring  to  verify  it,  and  having  some  days  afterward  an  opportunity  of 
puncturing  an  ovarian  cyst,  I  collected  in  a  closed  vessel  the  fluid,  which  was 
turbid  and  of  a  brown  color,  and  allowed  to  remain  in  it  several  pieces  of 
iron  and  polished  steel.  On  the  following  morning  these  pieces  were  covered 
by  a  pulverulent  black  layer,  so  thick  that  it  could  not  be  wholly  removed 
by  the  most  energetic  rubbing.     The  metallic  surface  had  lost  its  polish. 

1  Buffalo  Medical  and  Surgical  Journal,  October,  1870,  p.  90. 

2  Gazette  Hebdomadaire,  No.  13,  1870. 
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If  the  contents  of  certain  ovarian  cysts  exert  a  chemical  action  so 
evident  upon  steel,  can  it  not  be  readily  believed  that  they  will  act  in  a 
like  manner  upon  the  peritoneal  serous  membrane,  and  may  not  the 
same  accidents  which  occur  so  frequently  in  consequence  of  sponta- 
neous rupture  of  cysts  of  the  ovary  into  the  peritonaeum  be  thus  ex- 
plained ? 

M.  Nepveu  has  collected  a  number  of  cases  which,  joined  to  those  al- 
ready reported  by  Dr.  Tilt,  of  London,  furnish  a  total  of  ninety-seven  cases. 
Out  of  this  number  there  were  forty-six  deaths,  and  fifty-one  cures  more  or 
less  complete.  Sometimes,  though  rarely,  death  was  sudden ;  on  other 
occasions  it  was  speedy  from  subacute  peritonitis ;  most  frequently  it  oc- 
curred at  the  end  of  a  few  days. 

The  nature  of  the  fluid  was  observed  only  in  twenty-five  cases :  in  eleven 
it  was  purulent  and  caseous ;  in  two  gelatinous ;  in  two  made  up  of  pus  and 
encephaloid  matter;  in  seven  its  character  was  very  variable,  being  serous, 
red,  reddish  brown,  or  black  in  color,  sanguinolent,  rich  in  cholesterine,  etc. 
In  four  instances  there  were  dermoid  cysts,  and  once  the  tumor  was  an 
hydatid  (?)  cyst.  Unfortunately,  in  noting  these  differences,  the  physical 
aspect  of  the  diverse  fluids  was  regarded,  without  any  notice  having  been 
taken  of  their  chemical  properties. 

Having  thought  that  experimentation  might  be  of  some  utility  in  clear- 
ing up  so  obscure  a  subject,  1  advised  M.  Nepveu  to  make  upon  some  ani- 
mals injection  with  the  ovarian  fluid. 

These  experiments,  though  few  in  number,  have  produced  some  results. 
Four  dogs  received  into  their  subcutaneous  cellular  tissue  a  few  drops  of 
ovarian  fluid,  injected  by  the  ordinary  syringe.  In  all,  the  temperature  was 
raised  by  some  tenths  of  a  degree,  amounting  occasionally  to  one  degree. 
The  number  of  respirations  was  increased  by  one-third.  The  cardiac  pulse, 
four  or  five  hours  after  the  injection,  could  not  be  counted.  Other  symp- 
toms of  greater  or  less  intensity  were  also  manifested;  these  consisted  in 
loss  of  appetite,  great  thirst,  great  prostration,  much  barking  and  nocturnal 
sweating.  The  symptoms  lasted  from  two  to  eight  days,  and  then  the 
general  health  was  reestablished.  On  one  occasion  the  injections,  although 
scanty,  set  up  small  local  subcutaneous  abscesses,  but  the  creature  experi- 
mented upon  was  a  small  dog  who  had  suffered  with  much  intensity  the 
symptoms  above  described. 

The  ovarian  fluid  injected  in  these  experiments  was  of  a  fairly  good 
character,  serous,  somewhat  thready,  and  of  a  very  light-brown  color. 
Notwithstanding  this  apparent  benignity,  it  possessed  pyogenic  and  even 
(in  one  case)  phlogogenic  properties. 

The  results  of  these  few  experiments  justify  the  taking  of  minute  pre- 
cautions in  the  operation  of  ovariotomy,  in  order  to  prevent  the  pouring  out 
of  cystic  fluid  into  the  peritonaeum,  and  the  care  with  which  the  cleans- 
ing of  this  serous  membrane  is  carried  out ;  they  also  supply  a  fresh  proof 
of  the  assistance  that  may  be  given  by  experimentation  to  clinical 
practice. 
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3.  The  walls  of  ovarian  cysts  are  very  liable  to  be  attacked 
by  inflammation,  all  of  tlie  results  of  which  are  dangerous  to 
the  patient.  If  it  be  confined  to  the  external  layer,  it  usually, 
however,  merely  causes  adhesions  to  the  organs  in  contact  with 
the  inflamed  serous  surface,  though  it  may  give  rise  to  a  general 
peritonitis.  If  the  middle  layer  become  inflamed,  the  ultimate 
consequences  are  more  serious.  An  exudation,  and  not  seldom 
a  profuse  haemorrhage  also,  occurs  into  the  cavity  of  the  cyst ; 
and  sometimes  it  becomes  lined  by  this  exudation,  which  sub- 
sequently is  supplied  with  vessels.  Fibrinous  flakes  and  often 
sanguineous  clots  are  formed  there ;  and  soon  the  whole  mass 
of  fluid  becomes  puriform,  holding  these  substances  and  the  ex- 
foliated epithelium-cells  in  suspension.  An  absorption  of  this 
fluid  may  produce  a  rapidly -fatal  septicaemia;  and  softening,  or 
even  ulceration  may  occur  in  some  portion  of  the  cyst-wall,  and 
a  perforation  at  that  point  be  the  result.  If  the  discharge  be 
into  the  peritoneal  cavity,  the  result  is  usually  fatal ;  for,  whether 
the  tumor  be  an  oligocyst  or  a  polycyst,  the  fluid  is  rendered  so 
irritating,  by  the  inflammatory  products  mixed  with  it,  that  peri- 
tonitis will  be  the  inevitable  consequence  of  its  escape.  The 
oligocyst  is,  however,  far  less  liable  to  inflammation ;  and,  if 
inflamed,  is  less  liable  to  perforation.  Inflammation  of  the 
middle  layer  of  the  wall  of  the  cyst  is  not  evidenced  by  pain. 
(Kiwisch,  p.  118.) 

Fortunately,  however,  the  perforation  of  the  wall  of  an 
ovarian  cyst  as  a  final  result  of  inflammation  does  not  gener- 
ally open  into  the  peritoneal  cavity.  Occurring  usually  at  the 
part  of  the  cyst  where  the  inflammatory  process  has  been  the 
most  intense,  that  portion  has  become  adherent  to  the  contigu- 
ous part  or  organ  before  the  perforation  occurs ;  the  latter  often 
being  the  immediate  result  of  a  slow  ulceration  at  that  point. 
Thus  the  contents  of  the  cyst  may  be  made  to  discharge  into 
any  portion  of  the  alimentary  canal  below  the  diaphragm  ;  into 
the  bladder,  the  vagina,  the  Fallopian  tube ;  or  externally, 
through  the  walls  of  the  abdomen.  Examples  of  all  these 
avenues  of  escape  for  the  fluid  are  quoted  by  Mr.  I.  B.  Brown, 
in  his  work  on  "  Ovarian  Dropsy,"  p.  35.  If  the  alimentary 
canal  is  selected  as  the  conduit,  a  perforation  into  the  rectum  is 
the  most  common  ;  and  next  in  frequency  into  the  colon.     But 
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all  the  routes  just  mentioned  are  safer,  of  course,  than  the  dis- 
charge into  the  peritoneal  cavity ;  and  sometimes  a  cure  has 
been  the  result  of  the  evacuation  of  the  cyst.  Dr.  Seymour 
mentions  a  case  in  which  the  fluid  escaped  by  the  vagina  and 
the  bowel  at  the  same  time,  and  the  patient  recovered.  And, 
so  far  as  this  accident  looks  to  a  cure,  perforation  into  the  va- 
gina is  the  most  favorable ;  and  next  into  the  rectum.  If  the 
perforation  occurs  into  the  small  intestine  (and  sometimes  if 
into  the  large  also),  gas  may  pass  through  it  into  the  partially- 
emptied  sac,  and  thus  make  the  diagnosis  of  the  case  more 
difficult.  During  the  last  three  years  I  have  had  a  case  under 
observation  in  which  the  fluid  of  an  ovarian  monocyst  has,  once 
in  two  or  three  months  for  the  past  four  years,  been  discharged 
through  the  Fallopian  tube,  uterus,  and  vagina.  The  patient 
enjoys  a  comfortable  degree  of  health  after  each  discharge  of 
one  to  two  gallons  of  the  usual  bland  fluid  of  a  monocyst. 
Four  similar  cases  have  been  reported  by  M.  Richard,  of  Paris. 
The  ovarian  cysts  "had  involved  a  considerable  portion  of  the 
Fallopian  tube,  through  which  their  contents  could  by  pressure 
be  forced  into  the  uterus."  A  distinctly-formed  opening  ex- 
isted between  the  cyst  and  the  tube.  The  uterine  portion  of 
the  tube  was  not  so  enlarged  as  to  allow  the  fluid  to  pass 
through  it  even  on  the  application  of  pressure,  unless  a  probe 
was  previously  introduced.  M.  Richard  believes  that  some  of 
the  cases  described  as  tubal  dropsies  are  really  examples  of  this 
kind,  which  he  calls  tubo-ovarian  ;  and  that  the  course  and  dis- 
appearance of  some  encysted  abdominal  tumors  may  thus  be 
explained.1 

It  has  been  stated  that  polycysts  are  far  more  liable  to  per- 
foration than  oligocysts ;  and  I  should  add  that  dermoid  cysts 
are  still  more  liable  than  the  former.  They  may  also  discharge 
their  contents  through  any  of  the  passages  above  mentioned ; 
and  in  this  way  we  explain  the  expulsion  of  masses  of  hair,  and 
perhaps  of  teeth  also  (p.  59)  by  the  vagina,  the  rectum,  and 
through  the  abdominal  walls.2  Indeed,  the  tumor  itself  has,  in 
very  rare  instances,  been  discharged^/'  rectum. 

1  Medico-CMrurgical  Review,  1854,  p.  465.     For  examples  of  each  form  of  per- 
foration mentioned  above,  see  Boinet,  p.  123. 

2  New  York  Medical  Journal,  September,  1866,  p.  4*73. 
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Another  effect  of  inflammation  is  seen  in  the  production  of 
gangrenous  patches  in  the  walls  of  cysts  affected  by  it.  Cru- 
veilhier  has  reported  several  remarkable  examples  of  it.  A 
similar  gangrenous  condition  is,  however,  sometimes  produced 
by  a  very  great  degree  of  distention  of  the  cyst. 

4.  The  growth  of  an  ovarian  cyst  is  sometimes  also,  though 
very  rarely,  arrested  by  a  so-called  ossification  of  its  walls.  It 
is,  however,  simply  a  calcification  ;  no  true  bone  being  formed.1 
A  deposit  of  carbonate  and  phosphate  of  lime  is,  indeed,  not 
very  rare  in  the  walls  of  ovarian  cysts ;  and,  when  it  occurs 
throughout,  the  further  development  of  the  tumor  is  prevented. 
Cartilaginous  masses  occur  in  the  walls  of  cysts,  especially  in 
old  persons. 

5.  Adhesions  of  ovarian  cysts  to  contiguous  organs,  as  a 
result  of  inflammation  of  the  outer  layer  of  their  wall,  have  al- 
ready been  mentioned  (p.  34).  But  they  may  doubtless  also 
result  from  mere  prolonged  contact,  with  some  degree  of  press- 
ure. Hence  they  are  frequently  found  by  ovariotomists,  and  in 
autopsies,  in  patients  who  had  never  given  any  signs  of  an  in- 
flammatory process. 

The  most  extensive,  firm,  and  vascular  adhesions  are,  how- 
ever, the  result  of  inflammation  ;  and  in  any  case  in  which  symp- 
toms of  the  latter  have  occurred  we  may  expect  them  to  exist,  of 
course.  Polycysts  are  far  more  liable  to  adhesions  than  oligo- 
cysts,  as  they  are  more  liable  to  inflammation.  Indeed,  the  ten- 
dency to  adhesions  is  one  of  their  distinguishing  characteristics. 

Ovarian  cysts  are  bound  by  adhesions  most  frequently  to 
parts  having  very  little  motion,  for  a  very  apparent  reason. 
Beginning  with  the  surface  most  frequently  adherent,  the 
different  parts  and  organs  may  be  arranged  in  the  following 
order :  1.  Anterior  walls  of  abdomen  (there  is  a  special  ten- 
dency to  adhesion  around  the  site  of  a  previous  tapping  in  case 
of  polycysts— not  in  monocysts) ;  2.  Omentum  majus;  3.  Large 
intestine,  especially  the  rectum,  and  the  transverse  colon ;  4. 
Uterus  (Fallopian  tube,  of  course) ;  5.  Bladder ;  6.  Liver ;  7. 
Broad  ligament  of  the  opposite  side ;  8.  Spleen ;  9.  I  have 
seen  adhesions  to  the  small  intestine  but  once,  though  Koeberle 
had  two  cases  in  his  first  eleven  ;  to  the  stomach  never,  though 

1  "Cyclopaedia  of  Anatomy  and  Physiology,"  Supplement,  p.  579. 
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Kiwisch  admits  them.  Adhesions  of  the  posterior  surface  of 
the  cjst  are  much  more  rare  than  of  the  anterior.  Adhesions 
may  be  removed  spontaneously ;  and  a  cyst,  rendered  immov- 
able by  them,  may  become  movable  again. 

6.  Still  more  rare  and  remarkable  than  the  preceding  ex- 
amples is  the  spontaneous  twisting  of  the  pedicle  of  an  ovarian 
cyst.  I  have  alluded  to  a  case  occurring  to  Klob ;  and  to  two 
others  reported  by  Dr.  Yan  Buren,1  of  New  York ;  and  here 
add  one  by  Dr.  James  Crane,2  of  Brooklyn.  It  is  a  curious  fact 
that  in  two  of  these  cases  the  pedicle  was  twisted  once  and  one- 
half  round,  and  in  one  twice  round.  Three  of  the  cases  (Klob's 
and  Yan  Buren's)  were  ovarian  fibroids,  of  about  the  same 
diameter  (larger  than  the  foetal  head) ;  while  the  other  was  a 
polycyst  of  a  somewhat  larger  size,  and  was  a  complication  of 
parturition.  The  twisting  had  caused  an  intense  congestion  in 
all  three  cases ;  and  led  in  the  last  (Dr.  Crane's)  to  a  fatal 
peritonitis  five  days  after  delivery.  Dr.  Yan  Buren  performed 
ovariotomy  on  both  his  patients,  of  whom  one  recovered,  and 
the  other  died  thirty-nine  hours  afterward,  of  peritonitis.  In 
Dr.  Crane's  case,  agonizing  pains  occurred  in  the  left  iliac  region 
twenty-four  hours  before  labor  commenced,  which  probably  in- 
dicated the  time  the  twisting  occurred.  The  polycyst  was  of  a 
dark-purple  color,  almost  black,  and  had  several  perforations  in 
its  walls.  From  Dr.  Yan  Buren's  case  of  pedicle  twisted  twice 
round,  no  symptoms  had  resulted  previous  to  the  operation ; 
and  this  was  the  patient  who  recovered. 

7.  Yery  rarely  a  sudden  haemorrhage  occurs  within  an  ova- 
rian cyst  without  any  assignable  reason.  Sometimes,  also,  the 
bleeding  is  produced  by  twisting  of  the  pedicle  as  just  explained. 
Dr.  R.  Barnes  has  reported  two  cases  of  this  kind.  Dr.  J.  S. 
Parry  reports  a  case  in  the  American  Journal  of  Obstetrics,  for 
November,  1871,  in  which  the  haemorrhage  occurred  so  sud- 
denly as  to  produce  a  collapse  which  threatened  to  be  fatal. 
The  diameter  of  the  cyst  was  increased  from  one  to  one  and  a 
half  inch  in  all  directions  in  the  course  of  a  few  hours. 

8.  In  rare  instances  ascites  accompanying  an  ovarian  cyst 
spontaneously  disappears.3 

1  New  York  Journal  of  Medicine,  March,  1850,  and  March,  1851. 

8  American  Medical  Monthly,  April,  1861,  p.  275.  3  Kiwisch,  p.  197. 
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9.  Lastly,  the  pedicle  of  an  ovarian  cystoma  may  entirely 
give  way  spontaneously,  and  the  tumor  may  afterward  become 
again  attached,  and  grow  in  some  other  part  of  the  abdominal 
cavity ;  the  rupture  of  the  pedicle  occurring  while  it  is  still  small. 


SECTION  rv. 

THE   OBIGTN-,    OATJSES,    AND   SYMPTOMS,    OF   OVABIAN   OTSTS. 

1.  The  origin  of  the  two  forms  of  cystoma  ovarii,  as  deter- 
mined histologically,  has  already  been  specified.  It  is,  however, 
proper  here  to  give  a  resume  of  the  most  authoritative  opinions, 
up  to  the  present  time,  on  this  subject,  and  on  the  origin  of  the 
dermoid  cyst. 

Since  cysts  are  more  common  in  the  ovary  than  in  any 
other  organ  (Dr.  Farre),  and  its  only  peculiar  anatomical  ele- 
ment is  the  ovisac,  it  is  quite  natural  to  infer  that  all  forms  of 
ovarian  cysts  originate  from  the  latter.  This  idea  has  been 
adopted  by  Scanzoni,  Velpeau,  Cruveilhier,  Negrier,  Hertz, 
Huguier,  Boinet,  Paget,1  Farre,  Hodgkin,  and  others.  Boinet 
maintains  that  the  physiological  phenomena  of  ovulation  per- 
fectly explain  this  origin  of  ovarian  cysts,  although  the  histo- 
logical reasons  from  analogy  and  induction  do  not  support  this 
idea. 

Kiwisch,"  in  explaining  the  origin  of  ovarian  cysts,  cites 
three  entirely  different  views  : 

1.  They  result  from  an  alteration  and  a  dilatation  of  ovi- 
sacs.   • 

2.  They  arise  from  a  new  formation  in  a  pathological  blas- 
tema, by  endogenous  multiplication  of  cells  or  nuclei. 

3.  They  proceed  from  a  new  formation  in  a  pathological 
blastema,  and  originally  present  the  form  of  vesicles. 

But  the  fact  that  cysts  occur  in  other  organs,  as  the  kidneys, 
which  do  not  contain  ovisacs,  and  which  contain  no  tissue  com- 
mon to  them  and  the  ovary,  but  the  connective  tissue,  equally 
suggests  that  they  may  sometimes  also  originate  from  the  latter ; 
and  Wedl  regards  them  as  due  to  excessive  augmentation  of  the 
areolae  of  the  connective  tissue.  Rokitansky  derives  them  from 
an  "  elementary  granule,  which  grows,  by  intussusception,  into 

1  "  Lectures  on  Tumors,"  1858.  8  Op.  cii.,  p.  100. 

6 


e2  OVARIAN   TUMORS  AND   OVARIOTOMY. 

a  nucleus,  and  then  into  a  structureless  vesicle ; "  the  source  of 
the  granule  not  being  specified. 

Dr.  Farre  argues,  in  defence  of  the  hypothesis  that  all  ova- 
rian cysts  originate  from  ovisacs,  that  "  the  occurrence  of  these 
cystic  formations  is  limited  to  that  period  of  life  when  the 
Graafian  follicle  is  in  a  state  of  activity ;  "  and  adds  that  "they 
are  not  found  as  new  formations  after  the  usual  time  at  which 
the  follicles  have  ceased  to  be  discoverable  in  the  ovaries,  as 
natural  structures,  nor  do  they  occur  before  the  period  of 
puberty  has  arrived,  except  in  cases  much  more  rare  than  those 
of  an  unusually  early  development  of  these  follicles,  or  of  pre- 
cocious puberty."  1 

Though  it  is  presumable  that  the  nutrition  of  the  other 
structural  elements  of  the  ovary,  as  well  as  of  the  ovisacs,  is 
modified  during  menstrual  life,  this  argument  has  some  force  so 
far  as  the  oligocyst  is  concerned,  and  accords  with  the  view  I 
have  already  adopted  on  histological  grounds  (p.  44).  But  it 
applies  to  the  oligocyst  alone.  Polycysts  do  occur  as  late  as 
fifty  and  even  over  sixty  years,  as  new  formations,  and  rarely 
also  before  puberty,  thus  suggesting  an  origin  not  from  ovisacs ; 
and  on  histological  grounds  they  have  been  shown  to  be  devel- 
oped from  the  ovarian  stroma,  as  Wedl  had  asserted  of  ovarian 
cysts  in  general,  though  he  assigned  to  them  a  different  method 
of  development  from  that  source.  Kiwisch  maintains  that,  when 
a  cyst  is  solid  at  its  base,  this  is  due  to  the  fact  that  it  was 
developed  from  follicles  deep  in  the  ovary. 

The  origin  of  the  two  forms  of  cystoma  ovarii  may,  there- 
fore, I  think,  be  regarded  as  established.  The  oligocyst  com- 
mences as  a  dropsy  of  the  ovisacs,  and  may  practically  be  con- 
sidered simply  as  a  larger  development  of  the  hydrops  folliculi, 
and  the  polycyst  as  a  colloid  degeneration  of  the  ovarian  stroma. 
Dr.  Wegscheider  has  reported  a  case  of  colloid  of  the  left  ovary 
in  a  girl  twelve  years  of  age,3  and  I  have  already  quoted  in- 
stances of  polycysts  in  the  new-born.  But  the  origin  of  the 
dermoid  cyst  remains  still  unexplained. 

Two  hypotheses  have  been  proposed  by  Cruveilhier : 

1.  That  dermoid  cysts  are  the  remains  of  an  extra-uterine 
(ovarian)  conception. 

1  "  Cyclopaedia  of  Anatomy  and  Physiology,"  Supplement,  p.  590. 
3  "  Beitrage  zu  Geburtshiilfe  und  Gynaekologie,"  1  Band.  1  Heft. 
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2.  That  they  are  developed  in  consequence  of  a  foetus  in 
foetu. 

1.  The  first  dermoid  ovarian  cyst,  ever  removed  from  the 
living  subject,  was  removed  successfully  by  Dr.  E.  McDowell, 
of  Kentucky,  in  May,  1819,  and  I  quote  his  argument1  in  op- 
position to  the  theory  first  mentioned  above,  as  quite  conclusive 
for  that  case.  "  One  or  two  of  the  physicians  present "  (at  the 
operation)  "  were  inclined  to  believe  that  the  disease  originated 
from  an  extra-uterine  conception ;  and  that  all  of  the  foetus  had 
been  absorbed,  save  the  hair  and  single  bone,  which  were  found. 
This  question  I  submit  to  the  faculty.  As  for  myself,  I  think  it 
as  reasonable  to  suppose  the  hair  and  bone  in  this  unnatural 
situation  were  the  result  of  a  morbid  action.  She  had  been 
delivered  of  a  child  two  years  before  the  operation ;  her  health 
during  that  time  was  never  good,  but  she  had  no  reason  to  be- 
lieve herself  pregnant ;  and,  if  it  were  the  case,  I  doubt  whether 
a  whole  foetus  could  be  so  nearly  absorbed  in  two  years." 

But  we  have  also  seen  that  dermoid  cysts  are  very  frequently 
developed  before  puberty  ;  that  they  are  sometimes  developed 
before  birth  even  ;  and  that  they  are  found  in  the  male  as  well 
as  the  female.  The  idea  must,  then,  be  dismissed  that  they  are 
a  consequence  of  conception  on  the  part  of  the  patient  herself. 

2.  The  other  hypothesis  appears,  at  first  sight,  more  plaus- 
ible ;  and  Boinet,  who  adopts  it,  terms  dermoid  cysts  "  kystes 
fcetaux  par  inclusion."  The  supposition  is,  that,  two  ova  hav- 
ing been  fecundated  at  the  same  time  in  the  patient's  mother, 
the  one  during  its  development  enclosed  the  other,  so  that  the 
development  of  the  latter  was  arrested,  and  only  hair,  with 
teeth  and  bones,  perhaps,  was  formed.  This  theory  implies, 
of  course,  that  dermoid  cysts  are  always  congenital. 

If  this  view  be  correct,  we  have  still  to  inquire  why  the  en- 
closed foetus  should  be  found  in  the  female  so  much  more  fre- 
quently than  in  the  male,  and  in  the  ovary  rather  than  in  any 
other  part  of  her  body ;  for  three-fifths  of  all  dermoid  cysts  are 
ovarian  (one  hundred  and  twenty-nine  out  of  one  hundred  and 
eighty-eight  cases).  The. latter  question  is  answered  by  Boinet, 
by  the  assertion  that  "  the  plastic  activity  is  greater  in  that 
gland  than  in  other  parts  (p.  119).     But  we  must  remember 

1  Eclectic  Repertory,  vol.  ix.,  p.  552. 
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that  we  are  now  considering  an  event  of  foetal  life,  and  where 
no  such  activity,  as  is  alleged,  is  known  or  suspected  to  exist. 
They  also  sometimes  actually  occur  in  other  organs,  even  in  the 
lungs  of  females  (Ploetta).  Can  we  believe  that  an  included 
ovum  determines  the  sex  to  be  female,  in  three-fifths  of  all  the 
cases,  in  the  including  embryo  %  On  the  other  hand,  nearly  two- 
fifths  of  all  dermoid  tumors  are  found  in  the  male,  and  the  ma- 
jority of  them  in  the  testis. 

If,  therefore,  we  consider  (1)  that  the  (alleged)  enclosed 
ovum  is  so  generally  found  either  in  the  ovary  or  the  testis, 
while  in  exceptional  cases  it  occurs  in  the  subcutaneous  connec- 
tive tissue,  the  brain,  the  lung,  the  anterior  mediastinum,  the 
stomach,1  the  kidney,  the  bladder,  the  scrotum,  and  behind  the 
peritonaeum  upon  the  posterior  muscular  walls  of  the  abdomen,2 
and  that  (2)  the  development  never  advances  beyond  the  limits 
which  have  been  specified 8 — we  find  this  hypothesis  scarcely  less 
unsatisfactory  than  the  preceding. 

Lebert  suggests  a  spontaneous  generation  of  skin  from  the 
elements  present  in  the  organ  affected,  which  existing,  the 
other  tissues  are  produced  by  it.  But  spontaneity  is  not  a  rec- 
ognized force  in  tissue-development ;  nor  does  skin  produce 
bone,  teeth,  muscular  tissue  or  nerves.  It  is  itself,  like  all 
these,  produced  from  a  preexisting  structure. 

If  a  portion  of  skin  anatomically  perfect,  however  small, 
be  developed  within  any  part  or  organ,  we  may  assume  that  it 
will  in  time  produce  successive  growths  of  hair,  throw  off  suc- 
cessive layers  of  epithelial  cells  (and  possibly  nails  also),  and 
s.ecrete  the  sebaceous  fluid,  for  this  is  the  fact  respecting  the 

1  Dermoid  cysts  have  also  been  found  in  the  lower  animals.  Prof.  Coleman  found 
a  cyst  in  the  abdomen  of  a  gelding,  to  the  interior  of  which  two  molar  teeth  of  a 
horse,  of  regular  development,  were  attached.  One  incisor  was  also  attached  to  a 
portion  of  bone  resembling  the  jaw.  There  was  also  a  quantity  of  fat,  and  some 
black  hair  in  another  cyst. — (T.  S.  Lee,  p.  136.) 

2  T.  Safford  Lee,  op.  cit.,  pp.  136,  13*7.  Also  J.  F.  Meckel,  "  Memoirs  sur  les  Poils 
et  les  Dents  qui  se  developpent  accidentellement  dans  le  corps." — "Journ.  compl. 
du  Diet,  des  Sciences  Med.,"  tome  iv.,  pp.  122  et  217. 

3  The  case  reported  to  the  Medical  Society  of  Paris,  by  Dupuytren,  of  a  tumor 
from  the  abdomen  of  a  boy,  containing  a  mass  of  hair  and  a  foetus  nearly  ossified, 
must  now  be  accepted  with  some  degree  of  allowance  ;  and  the  same  remark  applies 
to  Mr.  G.  W.  Young's  case  of  a  foetus  distinctly  recognized  in  a  cyst  in  the  abdo- 
men of  a  boy  (John  Hare),  one  and  a  half  year  old. — ("  Medico-Chirurgical  Trans- 
actions," vol.  i.,  p.  236.) 
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skin  on  every  part  of  the  body,  except  that,  where  hairs  would 
interfere  with  a  function,  they  are  not  found.1  These  products 
would  also  fill  the  cavity,  the  parietes  of  which  the  skin  wholly 
or  in  part  constitutes.  If  the  skin  originally  constituted  the 
whole  cyst,  it  might  continue  to  do  so,  or,  if  the  products  of  its 
surface  should  demand  a  more  rapid  increase  of  the  cavity  than 
the  growth  of  the  skin  could  afford,  the  latter  would  at  length 
occupy  only  a  part  of  the  internal  surface. 

But  whence  are  the  bones,  cartilage,  muscular  tissue,  and 
nerves,  to  be  derived  ?  The  reply  to  this  question  shows,  not 
only  that  all  dermoid  cysts  are  congenital,  but  that  their  ori- 
gin must  be  referred  to  a  very  early  period  of  embryonic  life. 
Hairs  appear  on  the  surface  of  the  foetus,  about  the  middle  of 
the  period  of  gestation,  and  the  sebaceous  secretion  begins  to 
accumulate  at  the  sixth  month;  hence  we  cannot  expect  that 
these  substances  can  be  produced  in  a  cyst  before  birth,  except 
possibly  in  exceedingly  minute  quantity.  But  the  formation 
of  the  skin  in  the  cyst  must  be  referred  back  to  the  period 
when  the  skin  is  formed  elsewhere,  and  it  must  be  derived  from 
the  same  developmental  source. 

The  external  layer  of  the  blastodermic  membrane  of  the 
embryo  is  the  source  of  the  skin,  and  all  the  organs  of  animal 
life  (the  osseous,  muscular,  and  nervous  systems),  while  the  in- 
ternal layer  is  the  source  of  the  organs  of  vegetative  life.  There 
is,  however,  a  middle  portion  of  this  membrane — the  so-called 
"  mittelplan  "  of  Bemak — whence  originate  both  the  Wolffian 
canals,  and  the  germinating  epithelium  which  forms  the  ovary 
or  the  testis,  as  has  before  been  stated  (p.  13). 

If,  therefore,  there  be  a  displacement  of  a  minute  portion 
of  the  outer  layer  of  the  blastodermic  membrane,  so  that  it 
enters,  by  invagination  or  otherwise,  into  another  part  or  organ, 
a  dermoid  cyst  containing  merely  skin  and  its  products,  or  skin 
together  with  any  or  all  the  tissues  of  animal  life,  will  be  the 
result,  though  these  histological  elements  cannot  be  expected  to 
assume  a  definite  anatomical  form.  And  such  a  displacement 
might  occur  in  any  portion  of  the  embryonic  mass,  and  any  part 
of  the  body  may,  as  has  been  seen,  contain  a  dermoid  cyst. 

But  the  very  interesting  fact  has  been  stated  that  these 

1  Peaslee's  "  Histology,"  p.  260. 
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cysts  are  developed  mostly,  and  almost  equally,  in  the  ovary 
and  the  testis.  For,  though  the  proportion  for  these  two  organs 
is  as  three  to  two,  according  to  our  present  statistics  (rejecting 
the  very  few  cases  in  which  the  cysts  occur  in  other  parts),  it  is 
not  improbable  that  it  might  be  reversed  in  an  equal  number 
of  additional  cases.  At  least,  the  law  of  development  does  not 
determine  the  cyst  to  the  ovary  essentially  more  than  to  the 
testis,  but  does  determine  to  both  very  nearly  alike,  rather  than 
to  other  parts  and  organs. 

And  herein  is  found  still  another  confirmation  of  the  sugges- 
tion that  the  dermoid  cyst  originates  very  early  in  embryonic 
life ;  and  certainly  before  it  is  determinable  by  the  anatomist 
whether  the  organ  affected  is  to  be  an  ovary  or  a  testis.  And, 
since  this  distinction  can  be  made  at  about  the  twelfth  week, 
we  must  again  refer  the  origin  of  the  cyst  back  to  the.  first 
changes  in  the  blastodermic  membrane.  We  have  seen  that 
the  displacement  of  its  outer  layer  may  project,  so  to  speak, 
into  the  stomach,  or  the  bladder,  though  these  organs  are  de- 
rived entirely  from  the  inner  layer  of  that  membrane.  Does  it 
occur  most  frequently  of  all  in  the  ovary,  or  the  testis,  because 
they  originate  from  cells  in  an  intermediate  position,  and  are 
therefore  more  liable  to  take  with  them  some  from  the  external 
layer  ?  And  precisely  how  is  the  displacement  effected  ?  We 
must  wait  for  the  embryologist  to  answer  these  questions. 

2.  Causes  of  Ovarian  Tumors. — Of  the  causes  of  ovarian  tu- 
mors nothing  positive  is  known.  Those,  however,  which  pro- 
duce the  dermoid  cyst  certainly  act  at  a  very  early  period  of  em- 
bryonic life,  and  are  not  avoidable,  therefore,  by  practical  inter- 
ference. But  we  will  consider  those  agencies  which  may  be 
regarded  as  the  most  efficient  in  causing  the  two  forms  of  cys- 
toma ovarii — the  oligocyst  and  the  polycyst : 

A.  Exciting  Causes. — Scanzoni  maintains  that  the  immedi- 
ate cause  of  the  increase  of  fluid  in  the  ovisacs  is  an  hypersemia 
of  the  ovary  ;  but,  inasmuch  as  this  increase  would  naturally 
cause  the  ovisac  to  burst,  he  also  invokes  an  hypertrophy  of  the 
wall  of  the  ovisac,  produced  by  the  same  hypersemia.  Kiwisch 
accepts  oophoritis  as  an  exciting  cause  (p.  110). 

But  there  is  ovarian  hypersemia  at  each  menstrual  epoch. 
Besides,  if  simple  overplus  of  blood  causes  ovarian  tumors,  ova- 
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rian  congestion  and  oophoritis  should  be  followed  by  their  de- 
velopment as  a  discoverable  rule,  and  not,  as  is  the  fact,  as  a 
very  rare  exception.  Moreover,  the  left  ovary  should  be  af- 
fected more  frequently  than  the  right,  since,  from  the  ana- 
tomical relations  of  the  left  ovarian  vein,  that  organ  is  more 
liable  to  hypersemia  than  the  right,  and  is,  in  fact,  far  more 
liable,  as  I  can  positively  assert,  to  oophoritis.  But  the  right 
ovary  is,  according  to  some  statistics,  more  liable  to  cystic  de- 
generation than  the  left.  Of  eight  hundred  and  fifty  cases 
examined  by  Dr.  Charles  Clay,  two-thirds  were  of  the  right 
side,  one  third  on  the  left.  Of  four  hundred  and  fifteen  cases 
observed  by  Cheveau,  West,  T.  S.  Lee,  and  Scanzoni,  the  right 
ovary  alone  was  affected  in  two  hundred  and  one  instances,  the 
left  alone  in  one  hundred  and  forty-eight,  and  both  ovaries  in 
sixty-six  cases.  These  observations  were,  however,  made  dur- 
ing life,  and  it  is  impossible  generally  to  decide,  before  open- 
ing the  abdomen,  on  which  side  an  ovarian  cyst  originates, 
though  it  is  more  likely  to  cross  from  the  left  to  the  right  side, 
than  the  reverse.  In  seventy-six  cases  observed  after  death, 
twenty-six  were  on  the  right  side,  twenty-three  on  the  left, 
and  twenty-seven  were  on  both  sides ;  i.  e.,  there  was  disease  of 
the  right  ovary  in  fifty-two  cases,  and  of  the  left  in  forty-nine 
cases.  It  is  sufficient  for  my  present  purpose  to  show  that  the 
left  ovary  is  not  more  liable  to  cystic  disease  than  the  right ; 
and  I  infer  there  is  actually  very  little  difference  in  the  two  sides 
in  this  respect. 

On  the  other  hand,  it  must  be  admitted  that  exceptional 
cases  occur  in  which  ovarian  cysts  are  developed  soon  after  some 
derangement  of  menstruation,  or  after  an  attack  of  pain  referable 
to  the  ovary,  and  probably  due  to  congestion  or  inflammation 
of  that  organ. 

Marriage  has  been  assumed,  in  some  instances,  by  patients 
themselves,  as  an  exciting  cause  of  cystic  disease  of  the  ovary. 
T.  S.  Lee  also  admits  this  proposition,  while  Dr.  Charles  Clay 
asserts  that  the  number  of  ovarian  cysts  in  the  married  and  sin- 
gle is  about  equal.  We  must  conclude,  however,  that  neither 
this  nor  the  condition  before  mentioned  can  become  an  excit- 
ing cause  of  the  disease  in  question,  except  when  some  predis- 
posing cause  has  preceded  their  action. 
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Dr.  John  Rose  believes  in  the  hereditary  nature  of  the  dis- 
ease, and  cites,  to  that  effect,  the  instance  of  two  sisters  who 
had  ovarian  dropsy  ;  their  mother's  sister  was  also  similarly 
affected.  Dr.  Lever,  in  support  of  the  same  view,  also  gives  an 
account 1  of  seven  deaths  in  one  family  from  ovarian  disease. 

B.  Predisposing  Causes. — The  scrofulous  diathesis,  chloro- 
sis, parturition,  and  excessive  menstruation,  marriage,  and 
sterility,  have  been  mentioned  as  the  principal  predisposing 
causes  of  cystoma  of  the  ovary.  T.  Safford  Lee  concludes,  from 
an  analysis  of  thirty-six  cases,  of  which  he  was  quite  positive 
of  the  cause,  that  the  effects  of  labor  are  the  most  frequent  cause 
(fourteen  cases) ;  next,  the  sudden  suppression  of  the  menses 
(seven  cases) ;  next,  the  excitement  of  marriage.  He  also  thinks 
that  disappointed  affection  is  one  of  the  most  fertile  causes  in 
the  unmarried.  Boinet  maintains  that  disappointed  sexual  de- 
sire is  the  most  active  predisposing  cause.  Dr.  Charles  Clay 
thinks  that  the  two  extremes  of  menstruation  are  the  most  pro- 
ductive causes  of  cyst-formation ;  suppression  being  the  more 
active  of  the  two. 

It  is  very  doubtful  whether  marriage  is  to  be  arranged 
among  the  active  predisposing  causes  of  ovarian  cystoma ;  for 
statistics  do  not  show  any  notable  difference  as  to  its  occurrence 
in  the  married  or  single,  except  what  may  be  referred  to  the 
fact  that  the  disease  is  most  common  after  the  age  at  which  the 
majority  of  women  marry.  But  the  fact  of  a  woman's  having 
had  children  or  not  is,  I  think,  a  very  important  one  in  this 
connection.  Yet  authors  here  also  disagree  as  to  the  facts : 
for,  while  Dr.  Churchill  believes  that  those  who  have  borne 
children  are  more  obnoxious  to  cystoma,  I.  B.  Brown  finds  that 
the  larger  number  of  married  patients  have  not  had  children, 
and  my  own  observations  fully  accord  with  his. 

For  me,  the  non-parturient  condition  is  the  most  active  of 
all  the  predisposing  causes  of  cystoma  ovarii,  after  the  first  ten 
years  of  menstrual  life  have  elapsed ;  since  it  has  not  yet  devel- 
oped its  effects  in  young  virgins.  I  apply  this  remark  more 
especially  to  the  oligocyst,  and  I  do  not  recognize  a  distinction 
in  this  respect  between  unmarried  women,  on  the  one  hand, 
and  the  married,  who  have  proved  to  be  sterile,  on  the  other. 

1  "  Guy's  Hospital  Reports,"  vol.  i.,  1855,  p.  19. 
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The  simple  fact  that  the  woman  has  never  conceived,  and  gone 
through  a  period  of  gestation,  she  being  twenty-five  years  of 
age  and  upward,  I  accept  as  a  predisposing  cause  of  cystoma. 
Whether  the  sexual  desires  have  been  satisfied  or  not  appears 
to  exert  a  far  less  important  influence ;  for  the  married  woman, 
provided  she  be  sterile,  seems  as  much  predisposed  to  cystoma 
of  the  ovary  as  the  unmarried  after  twenty-five  years.  Sexual 
desire  exists  in  the  mind  of  the  patient,  and  is  a  matter  of  con- 
sciousness ;  but  the  physiological  necessity  of  completing  the 
cycle  of  reproduction  (ovulation,  conception,  gestation,  and  par- 
turition) is  an  element  of  the  very  nature  and  constitution  of 
woman.  And,  while  the  former  may  be  gratified  naturally,  or 
unnaturally,  or  not  at  all,  without  much  apparent  effect  on  the 
ovaries  alone,  disregard  of  the  latter  requirement,  for  a  course  of 
years,  predisposes  to  the  disease  in  question.  Thus,  of  five  hun- 
dred women  who  had  ovarian  cysts,  Boinet  found  three  hun- 
dred and  ninety  had  never  had  children  (p.  72).  He  also  quotes 
a  veterinary  surgeon,  M.  Carlier,  as  having  made  the  important 
observation  that  cows  which  do  not  have  calves  have  ovarian 
cysts.1  It  is,  then,  the  non-gratification  of  the  instinct  for  pro- 
creation, and  not  the  disappointment  of  mere  sexual  desire,  nor 
of  affection,  which  determines  the  result  in  these  cases.  On 
the  other  hand,  the  existence  of  cystoma  has  no  apparent  effect 
in  preventing  ovulation  and  gestation,  so  long  as  only  one 
ovary  is  diseased,  except  that  a  single  ovary  is,  of  course,  less 
effectual  than  two.  Pregnancy  is  not  very  seldom  a  compli- 
cation of  cystoma ;  and  Dr.  Ashwell  cites  the  case  of  a  young 
girl,  who  had  had  ovarian  cystoma  for  two  years,  and  who  then 
married,  contrary  to  his  advice,  and  afterward  had  several  chil- 
dren, without  any  inconvenience  from  the  cyst.  Dr.  A.  B. 
Crosby  successfully  performed  ovariotomy  on  a  woman  who  had 
given  birth  to  three  children  since  the  tumor  first  appeared.2 

It  has  been  assumed  that  parturition  tends  to  produce  ova- 
rian affections,  and  cystic  degeneration  with  the  rest,  as  if  the 
ovaries  were  directly  interested  in  that  function,  and  incur  from 
it  increased  excitation.  It  were  a  far  more  plausible  assumption 
that  gestation  is  a  predisposing  cause  of  cystoma,  since  that  pro- 

1  It  is  also  added  that  they  at  all  times  admit  the  approaches  of  the  male. 
3  American  Journal  of  Medical  Sciences,  July,  lS^O,  p.  28*7. 


90  OVARIAN  TUMORS  AND   OVARIOTOMY. 

cess  continues  for  several  months,  while  parturition  only  lasts 
for  several  hours,  and  does  not  directly  concern  the  ovaries  at 
all.  But  during  gestation,  also,  there  is  a  complete  inactivity 
and  repose  of  the  ovaries.  Their  special  function  is  ovulation, 
repeated  every  month.  But  this  function  is  completely  sus- 
pended during  gestation  ;  and,  not  only  so,  but  during  lactation, 
which  continues,  or  should  continue,  about  a  year ;  except  that 
ovulation  and  menstruation  often  occur  at  six  weeks,  and  again 
at  seven  months,  after  parturition.  Thus,  for  a  period  of  twenty- 
one  months,  from  conception  to  the  end  of  the  child's  first  year, 
the  ovaries  enjoy  an  almost  undisturbed  rest  and  repose.  And 
the  woman  who  has  had  and  nourished  six  children,  has  had 
over  ten  years  of  ovarian  repose  out  of  the  thirty  years  of  ova- 
rian activity,  which  she  who  passes  through  life  childless  must 
incur.  Thus,  it  is  the  continuous  ovarian  activity  of  the  never 
parturient,  and  not  the  uterine  activity  with  ovarian  rest,  of  the 
parturient,  which  becomes  one  of  the  most  efficient  of  the  pre- 
disposing caiises  of  ovarian  cystoma.  After  the  menopause 
even,  its  effects  may  be  felt ;  though  the  flict  that  polycysts  are 
then  very  much  more  common  suggests  the  action  of  other 
causes  also  in  greater  activity. 

3.  Symptoms  of  Ovarian  Tumors. — The  rational  symptoms  of 
ovarian  tumors  will  especially  be  considered  here ;  the  physical 
signs  being  reserved  for  the  chapter  on  Diagnosis. 

A  very  great  difference  is  manifested,  in  regard  to  the  toler- 
ance of  ovarian  tumors,  by  different  patients.  In  a  few  cases, 
there  is  malaise  or  even  decided  suffering  from  the  beginning, 
and  early  impairment  of  the  general  health  ;  in  others,  and 
usually,  no  special  inconvenience  is  experienced  till  the  gen- 
eral health  suffers  from  interference  with  respiration  and  diges- 
tion, due  to  pressure  upon  the  stomach  and  the  diaphragm. 
And  we  meet  with  all  grades  between  these  two  extremes. 

My  own  observation  does  not  confirm  the  statement  of  Mr. 
I.  Baker  Brown  that  ovarian  cysts,  as  a  rule,  are  ushered  in  by 
the  occurrence  of  pain  (p.  28),  though  it  is  less  in  those  who 
have  borne  children  than  in  others.  I  have  seen  but  a  single 
instance  in  which  the  patient's  attention  was  called  to  any 
decided  painful  sensation  in  connection  with  the  early  develop- 
ment of  an  ovarian  cyst ;  and  in  this  case  the  patient  had  borne 
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children.  Usually,  I  should  say,  no  pain  is  experienced  during 
the  early  stage  which  is  referable  to  the  organ  affected,  unless 
symptoms  of  peritonitis  have  also  existed. 

Very  rafely,  moreover,  is  the  tumor  at  first,  or  at  any  sub- 
sequent period,  tender  on  pressure,1  unless  evident  inflammation 
exists — an  important  point  in  the  diagnosis  of  ovarian  tumors. 
In  the  exceptional  case  just  mentioned,  however,  the  tenderness 
on  pressure  was  very  great ;  while  the  incessant  pain  could  only 
be  controlled  by  large  hypodermic  injections  of  Magendie's 
solution.  At  length,  indeed,  the  suffering  became  so  intolerable 
that  the  tumor  was  removed,  though  still  no  larger  than  the 
foetal  head,  by  Dr.  Noeggerath,  of  this  city,  with  whom  I  saw 
the  case  in  consultation. 

I  shall,  under  this  head,  also  recognize  the  four  stages  of 
development  of  ovarian  tumors,  which  have  already  been  speci- 
fied (pp.  67-69) : 

1.  Generally  the  tumor  at  first,  and  while  lying  on  the  floor 
of  the  pelvis,  produces  irritability  of  the  bladder  at  least,  and 
sometimes  difficult  menstruation.  Not  seldom  dysmenorrhea 
also  results  from  displacement  of  the  uterus.  Both  these  symp- 
toms are  generally  absent  after  the  tumor  ascends  from  the  pel- 
vis into  the  abdomen  above.  But,  in  case  of  poly  cysts,  the 
symptoms  may  continue,  since  the  lower  extremity  of  this  kind 
of  cyst  more  commonly  remains  in  the  pelvis,  from  its  lobular 
form,  or  from  adhesions  as  already  explained. 

Constipation  is  a  frequent  accompaniment  of  ovarian  tu- 
mors during  the  early  stage,  and  may  persist  during  their  sub- 
sequent development.  Haemorrhoids  are  also  with  polycysts 
the  rule,  and,  in  case  of  oligocysts,  a  common  exception. 

I  have  not  observed,  as  some  writers  have  remarked,  that 
the  menses,  though  regular,  are  generally  profuse  while  the 
tumor  rests  in  the  pelvis.  Certainly  their  regularity  is  seldom 
interfered  with  until  the  tumor  has  already  attained  to  a  size 
sufficient  to  decidedly  impair  the  general  health. 

It  is  also  in  this  first  stage  of  an  ovarian  tumor  that  some 
of  the  symptoms  of  early  pregnancy  sometimes,  though  very 
rarely,  appear.  The  breasts  may  become  enlarged  and  tender, 
presenting  a  well-developed  areola  round  the  nipple ;  there  may 

1  But  a  merely  prolapsed  ovary  is  tender  on  pressure. 
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be  suffering  from  morning-sickness ;  and,  after  a  considerable 
development  of  the  breasts,  a  milky  fluid  is  sometimes  secreted. 
There  is  also  a  feeling  of  weight  and  fulness  in  the  pelvis.  If 
amenorrhcea  exists  with  these  symptoms,  the  suspicion  of  preg- 
nancy is,  of  course,  increased ;  and  only  a  physical  exploration 
can  demonstrate  the  true  state  of  the  case. 

2.  When  the  tumor  rises  above  the  pelvis — the  patient  now 
first  detecting  its  presence — a  new  train  of  symptoms  is  inaugu- 
rated. Frequent  micturition  is  very  common  from  pressure 
forward  upon  the  bladder ;  and,  until  the  tumor  rises  above  the 
umbilicus,  one  side  of  the  abdomen  is  seen  to  be  fuller  than  the 
other,  though  the  tumor  can  by  pressure  usually  be  moved  to 
the  opposite  side.  ]Sfow  also  diminished  action  of  the  kidneys 
results  as  the  tumor  presses  indirectly  upon  them  and  the  ure- 
ters. Pain  in  the  iliac  regions  or  the  back  occurs  from  tension 
of  the  Fallopian  tubes  and  the  broad  ligaments.  Suppression 
of  the  menses  is  rare  till  after  the  commencement  of  the  third 
stage.  But  a  feeling  of  fulness  and  a  dragging  pain  in  the  back 
is  very  common. 

3.  Still  extending  upward  toward  the  epigastrium,  the  tu- 
mor at  last  presses  upon  the  stomach  and  other  portions  of  the 
alimentary  canal,  the  diaphragm,  and  the  heart — thus  inter- 
fering with  digestion  and  respiration, *  and  producing  palpita- 
tion. And  now,  if  not  before,  the  general  health  rapidly  fails. 
The  kidneys  are  congested  from  pressure,  and  derangement  of 
menstruation  supervenes  in  this  stage.  Emaciation,  at  first  of 
the  face,  neck,  and  upper  extremities,  becomes  decided ;  a  pecu- 
liar expression  of  countenance  is  seen ;  the  menses  cease ;  slight 
efforts  produce  dyspnoea;  the  enlarged  abdomen  is  symmetri- 
cal on  the  two  sides ;  the  cutaneous  veins  of  the  abdomen  are 
enlarged,  and  often  the  lower  extremities  (at  least  that  of  the 
affected  side)  are  cedematous,  though  even  a  large  tumor  may 
not  produce  oedema  if  there  be  no  adhesions  in  the  pelvis, 
while  a  small  one  often  produces  this  effect  if  such  adhesions 
exist.  Ascites  also  more  rarely  supervenes,  and  sometimes 
entire  retention  of  urine  ensues. 

1  It  is  an  interesting  fact  that  dyspnoea  from  an  ovarian  cyst  does  not  produce 
tuberculosis ;  and  that  anaemia  thus  caused  does  not  produce  disease  with  fibrinous 
exudations  (Kiwisch,  p.  41). 
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4.  Finally,  the  constant  and  increasing  pressure  produces 
irritability  of  the  stomach  and  bowels,  and  exhausting  vomiting 
and  diarrhoea  ensue ;  the  emaciation  becomes  extreme,  and  the 
dyspnoea  wearisome  ;  the  heart's  action  irregular,  then  weak  and 
rapid ;  and  hectic  fever  and  the  aphthous  tongue  forebode  the 
closing  scene.  A  pulse  of  120  to  130  is  not  uncommon,  how- 
ever, for  weeks  before  death,  and  while  tapping  or  even  ovari- 
otomy might  be  resorted  to.  Relief  by  tapping  sometimes 
reduces  the  pulse  almost  at  once  from  120  or  more  to  80. 

The  symptoms  are  not,  however,  in  all  patients  determined 
by  the  size  and  stage  of  development  of  the  tumor.  They  are 
more  decided  and  sooner  appear  in  cases  of  polycystic  than  of 
oligocystic  tumors ;  and  a  tumor  scarcely  ascending  to  the  um- 
bilicus may  produce  in  one  the  derangement  of  general  health, 
which  in  most  cases  is  deferred  to  the  third  stage  as  just  de- 
fined. This  individual  idiosyncrasy  must  be  borne  in  mind ; 
for  thus  it  is  seen  that  the  mere  size  of  a  tumor  cannot  deter- 
mine the  time  for  surgical  interference.  It  very  rarely  occurs 
that  this  is  demanded  by  the  symptoms  till  the  tumor  has 
attained  to  the  third  stage ;  though  ovariotomy  is  not  seldom 
performed  in  the  second  stage,  and  in  a  very  few  cases  propor- 
tionately it  is  actually  required. 

Not  very  seldom  attacks  of  pain,  with  tenderness  on  press- 
ure, occur  in  some  portion  of  the  tumor  during  the  second  and 
third  stage  of  development,  accompanied  by  some  degree  of 
febrile  reaction.  This  usually  indicates  inflammation  at  that 
point,  and  adhesions  are  a  frequent  result.  Here,  again,  we 
remark  the  much  greater  frequency  of  inflammation  and  of  ad- 
hesions in  polycystic  tumors.  Adhesions,  however,  are  often 
found  to  exist,  though  no  such  symptoms  have  preceded. 
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COMPLICATIONS   WITH    OVARIAN    CYSTS,   AND   OTHEK   ENLARGEMENTS 
OFTEN   MISTAKEN   FOR   THEM. 

SECTION    I. 
COMPLICATIONS   WITH   OVARIAN   CYSTS. 

The  most  important  complications    occurring  under   this 

head  are : 

I.  Pregnancy.  n 

II.  Ascites. 

III.  Uterine  Fibroma. 

IV.  A  Second  Ovarian  Cyst. 

I.  Pregnancy  with  Ovarian  Cyst. — Since  the  existence  of  an 
ovarian  tumor  does  not  entail  sterility,  so  long  as  the  other 
ovary  retains  its  normal  condition  (p.  89),  the  coexistence  of 
pregnancy  with  ovarian  cyst  is  not  very  uncommon.  It  is  im- 
portant not  to  ignore  this  fact,  since  the  operation  of  ovari- 
otomy has  in  several  instances  been  performed  on  a  pregnant 
patient  by  an  unsuspecting  operator.  On  the  other  hand,  con- 
tingencies may  possibly  arise  which  call  for  the  removal  of  the 
cyst  in  case  of  a  patient  known  to  be  pregnant,  and  which  will 
be  alluded  to  on  a  subsequent  page. 

It  is  of  importance  also  to  know  .that  ovariotomy,  though 
performed  on  a  patient  not  known  to  be  pregnant,  has  in  sev- 
eral instances  proved  successful ;  while  in  other  cases  it  has  in- 
duced premature  delivery,  as  would  be  always  expected.  Dr. 
F.  Bird  reports  a  case  in  which  there  "  were  no  signs  of  preg- 
nancy." The  tumor  removed  weighed  fifty  pounds.  The  pa- 
tient aborted  two  days  afterward,  but  recovered  from  the  oper- 
ation, and  subsequently  gave  birth  to  a  child.1 

1  "  Medico-Chirurgical  Transactions,"  vol.  xxx. 


PREGNANCY  WITH   OVARIAN   CYST.  95 

Dr.  Marion  Sims  operated  successfully  on  a  patient  four 
months  advanced  in  pregnancy.  She  was  delivered  of  a  living 
child  at  the  end  of  the  full  term.  One  of  Dr.  W.  L.  Atlee's 
operations  of  ovariotomy  (No.  220)  was  performed  on  a  wom- 
an two  months  pregnant.  !No  miscarriage  ensued,  nor  any  bad 
symptoms ;  and  the  patient  gave  birth  to  a  perfect  female  child 
seven  months  after,  though  the  sound  had  also  been  passed 
two  and  a  half  inches  into  the  uterus  on  the  day  of  the  opera- 
tion. The  cyst  removed  contained  four  gallons  of  thick,  opaque 
fluid.1  T.  S.  Wells  performed  ovariotomy  successfully  in  the 
fourth  month  of  pregnancy,  after  spontaneous  rupture  of  the 
cyst  and  peritonitis.  Gestation  proceeded  to  the  natural 
close. 

The  prognosis  in  case  of  pregnancy  complicated  with  ova- 
rian tumor  is  of  great  importance.  Dr.  Braxton  Hicks  speaks 
of  eight  pregnancies  thus  complicated,  in  none  of  which  any 
dangerous  symptoms  arose,  and  in  all  of  which  the  patients 
were  delivered  of  live  children  at  full  term.  Dr.  Playfair  col- 
lected fifty-seven  cases  of  this  kind,  of  which  thirteen  had 
proved  fetal  to  the  mother.  In  seven  cases  the  cyst  had  been 
punctured,  and  in  each  instance  the  patient  did  well.  Many 
fatal  cases  have,  however,  been  reported,  and,  among  the  very 
recent  ones,  two  by  Dr.  T.  D.  Camden.2 

Fifteen  cases  of  pregnancy  complicated  with  ovarian  tumor 
had,  two  years  since,  fallen  under  T.  S.  Wells's  own  observa- 
tion. The  facts,  and  his .  conclusions,  are  briefly  stated  as  fol- 
lows : 3 

In  three  cases  sudden  death  followed  spontaneous  rupture  of  the  cyst 
in  or  before  the  seventh  month  of  pregnancy.  In  two  cases  pregnancy 
and  ovarian  disease  went  on  together  without  interference,  and  lingering 
labors  ended  in  the  birth  of  still-born  children.  In  one  case  twins  were 
born  alive,  but  the  mother  had  suffered  greatly  from  distention.  In  one 
case  five,  and  in  another  six,  pregnancies  had  gone  on,  and  ended  normally 
without  interference,  but  in  the  last  case  the  cyst  ruptured  spontaneously 
in  the  seventh  pregnancy.  Five  patients  were  tapped  during  pregnancy: 
one,  twice ;  one,  three  times ;  and  three,  once  each.  In  all,  five  living 
children  were  born  after  natural  labors.     In  one  of  them,  ovariotomy  was 

1  American  Journal  of  Medical  Sciences,  July,  1871,  p.  129. 

2  Medical  and  Surgical  Reporter  (Philadelphia),  May  20,  1871. 

3  Briti"h  Medical  Journal,  December  18,  1869,  p.  669. 
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successfully  performed  four  months  after  delivery.  In  one  case,  ovariot- 
omy was  performed  in  the  fifth  month  of  pregnancy ;  the  uterus  was  emp- 
tied at  the  same  time,  and  the  patient  recovered.  In  the  concluding  case 
of  the  series,  ovariotomy  was  performed  successfully  in  the  fourth  month 
of  pregnancy,  after  spontaneous  rupture  of  the  cyst  and  peritonitis,  preg- 
nancy proceeding  without  interruption.  The  author  believed  that  a  care- 
ful consideration  of  these  cases  would  lead  to  the  following  conclusions  : 
1.  Pregnancy  and  ovarian  disease  might  go  on  together,  and  end  safely  to 
mother  and  child ;  2.  But,  in  a  large  proportion  of  cases,  probably  in  all 
where  the  ovarian  tumor  was  large,  there  was  danger  of  abortion  ;  or,  if 
pregnancy  proceeded  to  the  full  term,  of  lingering  labor,  and  a  still-born 
child ;  and  throughout  the  later  months  of  pregnancy  there  was  danger  of 
sudden  death  to  the  mother,  from  rupture  of  the  cyst,  or  rotation  of  its 
pedicle  ;  3.  Spontaneous  premature  labor  might  not  save  the  mother  from 
these  perils;  and  the  induction  of  premature  labor  almost  implied  sacrifice 
of  the  child,  with  considerable  risk  to  the  mother;  4.  There  was  no  proof 
that  tapping  an  ovarian  cyst  was  more  dangerous  during  pregnancy  than 
at  any  other  time.  It  would  generally  afford  immediate  relief  to  disten- 
tion, and  lead  to  the  normal  termination  of  pregnancy  in  the  birth  of  a 
living  child,  at  a  very  slight  risk  to  the  mother,  if  proper  precautions  were 
taken  to  prevent  the  escape  of  ovarian  fluid  into  the  peritoneal  cavity,  and 
the  entrance  of  air  into  this  cavity,  and  into  the  cavity  of  the  cyst;  5.  If 
an  ovarian  cyst  should  burst  during  pregnancy,  removal  of  the  cyst,  and 
complete  cleansing  of  the  peritoneal  cavity,  might  save  the  life  of  the 
mother,  and  pregnancy  might  go  on  to  the  full  term ;  6.  Of  three  cases  on 
record  where  a  pregnant  uterus  had  been  punctured  during  ovariotomy, 
the  only  recovery  was  in  the  one  case  where  the  uterus  was  emptied  be- 
fore the  completion  of  the  operation. 

The  size  of  the  ovarian  cyst  seems  to  be  of  very  little  im- 
portance, viewed  in  its  relation  to  conception  ;  since  in  the 
preceding  cases  the  tumor  was  large  enough  to  require  surgical 
interference,  though  the  patient  was  only  two  to  four  months 
pregnant.  Not  rarely  "  a  marked  increase,  or  even  an  inflam- 
matory irritation,  of  the  ovarian  cyst,  takes  place  after  deliv- 
ery" (Kiwisch,  p.  125). 

II.  Ascites  with  Ovarian  Cyst. — Ascites  as  a  complication 
with  ovarian  cysts  may  be  the  effect  of  various  causes  : 

1.  In  case  of  an  oligocyst,  it  may  be  due  to  the  development, 
within  a  cyst  or  cysts,  of  the  hypertrophied  folds  or  processes, 
as  explained  on  page  46,  and  a  subsequent  rupture  of  the  cyst 
and  protrusion  of  the  processes,  so  that  the  peritoneal  cavity 
contains  both  their  accumulated  secretions,  and  an  increased 
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secretion  of  its  own.     Dr.  Atlee's  case,  No.  221,  is  an  instance 
of  this  kind.1 

2.  In  case  of  a  polycyst  the  escape  of  the  fluid  into  the  peri- 
toneal cavity  will  very  surely  produce  peritonitis  at  least  (p.  75) ; 
and,  if  it  do  not  prove  fatal,  the  cyst-fluid,  together  with  the 
products  of  the  peritonitis,  will  remain  there  as  if  a  mere  ascitic 
accumulation,  as  in  the  preceding  case. 

3.  But  a  simple  ascites  may  also  coexist  with  an  ovarian 
cyst  without  rupture  of  the  latter  ;  in  case  of  cancerous  disease 
of  the  ovary,  or  of  organic  disease  of  the  heart,  or  of  the  liver, 
or,  above  all,  of  the  kidneys ;  since  even  Bright' s  disease  is 
sometimes  produced  by  the  pressure  of  the  cyst  upon  the 
kidneys. 

The  coexistence,  therefore,  of  ascites  with  an  ovarian  cyst, 
small  or  larger,  does  not  demonstrate  carcinoma  of  that  organ, 
nor  any  organic  affection  elsewhere.  But  it  is  always  a  compli- 
cation of  high  practical  interest,  and  must  be  ascribed,  if  pos- 
sible, to  its  actual  cause,  in  each  instance  in  which  it  occurs.  It 
frequently  produces  a  protrusion  at  the  umbilicus  like  a  hernia  ; 
and  a  flaccid  state  of  the  latter,  or  a  very  slight  fluctuation  in  it, 
indicates  that  the  umbilical  ring  is  opened  only  in  a  slight 
degree. 

III.  Uterine  Fibroma  with  Ovarian  Cyst. — This  complication 
is  not  by  any  means  common ;  but  I  have  met  with  it  several 
times.  Two  tumors  are  perceived,  and,  unless  the  fibroid  is 
subperitoneal  and  pediculated,  it  is  not  usually  difficult  to  detect 
it,  by  the  use  especially  of  the  uterine  sound.  It  is  sufficient, 
therefore,  merely  to  record  the  existence  of  such  a  complication. 
The  last  case  of  this  kind  which  has  occurred  to  me,  I  saw 
in  consultation  with  Dr.  Emmet,  at  the  New  York  State  "Wom- 
an's Hospital.  The  diagnosis  was  very  positively  pronounced, 
and  subsequently  verified  by  him  as  an  ovariotomist.  The 
fibroma,  having  extensive  attachments  to  the  uterus,  was  not 
interfered  with.     The  patient  did  not  recover. 

Ascites  may  also  be  superadded  to  the  complication  just 
mentioned ;  and  it  may  be  necessary  to  remove  the  fluid  from 
the  peritoneal  cavity  by  tapping  before  the  actual  state  of  things 
is  revealed. 

1  American  Journal  of  Medical  /Sciences,  July,  1871,  p.  130. 
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TV.  Cases  of  Duplicate  Ovarian  Cysts. — The  oligocyst  has  been 
said  to  be  more  likely  to  attack  both  ovaries  than  the  poly- 
cyst,  though  I  have  myself  not  seen  this  assertion  confirmed. 
But,  whatever  the  form  of  cystoma,  the  two  cysts  are  almost 
always  in  different  stages  of  development.  Hence,  on  removing 
a  large  cyst  by  ovariotomy,  the  operation  should  never  be  re- 
garded as  finished  until  the  remaining  ovary  is  carefully  ex- 
amined, to  ascertain  whether  or  not  cystic  degeneration  has 
already  commenced  in  that  also.  Seldom,  however,  is  the  other 
ovary  found  to  be  larger  than  a  pigeon's  or  a  hen's  egg,  at  the 
time  when  the  first  affected  demands  surgical  interference.  But, 
in  a  case  of  double  ovariotomy  successfully  performed  by  me  in 
1862,  I  found  the  larger  tumor  as  large  as  a  gallon,  and  the 
smaller  of  the  size  of  a  quart  measure.1  M.  Yidal  presented  a 
case  to  the  Anatomical  Society  of  Paris  in  1852,  in  which  the 
cysts  of  the  two  ovaries  were  of  the  same  volume,  both  being 
also  multilocular,  and  each  tumor  enclosing  fluids  of  different 
kinds.2  The  idea  that  either  ovary  is  more  liable  to  cystic  de- 
generation than  the  other  is  not  sustained  by  statistics,  they 
preponderating  sometimes  in  favor  of  the  right  and  sometimes 
of  the  left ;  and  we  may  infer,  therefore,  that  one  ovary  is  as 
liable  to  this  disease  as  the  other  (p.  87). 

I  have  seen  no  record  of  any  case  of  double  ovarian  cyst  in 
which  the  fact  had  been  detected  before  opening  the  abdominal 
cavity.  This  would  indeed  be  impossible  if  one  of  the  cysts 
were  very  small :  and,  in  the  case  reported  by  myself,  the  two 
cysts  were  so  packed  in  the  abdominal  cavity  as  to  appear 
a  large  oligocyst,  neither  being  perceptibly  movable  on  the 
other. 

Yarious  other  tumors,  as  the  hepatic,  splenic,  and  mesenteric, 
may  also  coexist  with  ovarian  cysts.  In  one  of  my  cases  of 
ovariotomy  I  encountered  a  carcinoma  involving  the  whole  of 
the  omentum.  If  the  ovarian  cyst  has  attained  to  the  end  of 
the  third  stage,  it  is  scarcely  possible  to  detect  these  complica- 
tions before  opening  the  abdominal  cavity ;  whether  in  the 
operation  of  ovariotomy,  or  in  a  post-mortem  examination. 

1  American  Journal  of  Medical  Sciences,  April,  1863,  p.  355. 
8  Boinet,  p.  97. 
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SECTION   II. 

OTHEE   OYSTS   OFTEN   MISTAKEN   FOE   OVAEIAN   CYSTS. 

Under  this  head  the  following  demand  especial  consideration : 

I.  Cysts  of  the  Broad  Ligament. 
II.  Hydrosalpinx  (Dropsy  of  Fallopian  Tube). 
III.  Uterine  Fibro-cystoma. 

I.  Cysts  of  the  Broad  Ligament. — Yery  little  that  is  satisfac- 
tory to  the  ovariotomist  can  be  learned  from  the  treatises  on 
pathological  anatomy  respecting  the  large  serous  cyst  of  the 
broad  ligament. 

1.  The  small  cyst  found  in  this  locality,  first  mentioned  by 
Yelpeau,1  is  described  by  Rokitansky,  Klob,  and  others,  as  a 
serous  cyst  sometimes  barely  visible,  and  seldom  larger  than  a 
cherry,  though  possibly  as  large  as  the  fist.  It  contains  a  clear, 
pale-yellowish,  serous  fluid,  and  seldom  projects  equally  on  both 
sides  of  the  broad  ligament ;  but  usually  most  anteriorly.  It  is 
generally  thin-walled,  and  is  lined  by  a  cylinder  epithelium.  M. 
Houel  states  that  these  cysts  are  almost  always  sessile  in  chil- 
dren, and  pediculated  in  adults ;  though,  according  to  Roki- 
tansky,  the  larger  are  less  likely  to  be  found  pediculated  than 
the  small  ones.  The  pedicle  giving  way,  the  cyst  may  be  de- 
veloped in  another  portion  of  the  abdominal  cavity.  At  least, 
Boinet  believes  this  to  be  the  history  of  a  small  cyst  found  free 
in  the  abdominal  cavity  by  M.  Luys,  and  presented  by  him  to 
the  Anatomical  Society  of  Paris  (p.  106).  In  respect  to  the 
origin  of  these  cysts,  Rokitansky  believes  that  those  not  larger 
than  a  pigeon's-egg  may  have  originated  from  the  parovarium, 
while  the  larger  must  be  referred  to  some  other  source.  Dr. 
Farre,  however,  would  not  thus  restrict  them  on  account 
of  their  size,  and  remarks  that  "  a  considerable  amount  of  fluid 
is  sometimes  collected  in  the  canals  of  the  parovarium  ;  and  this 
is  probably  the  origin  of  the  larger  accumulations  to  which  the 
term  dropsy  of  the  broad  ligament  has  been  applied."  2 

2.  The  form  of  serous,  cyst  of  the  broad  ligament  to  which 
attention  is  here  particularly  directed,  I  shall  term  the  large 
serous  cyst  of  the  broad  ligament.     It  has  scarcely  been  rec- 

1  Dictionnaire  en  trente  volumes.  "  Op.  cit,  p.  597. 
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ognized  at  all  except  by  ovariotomists  in  this  country  and  in 
England,  Dr.  Frederick  Bird  and  Mr.  Caesar  Hawkins  having 
recognized  it  previously  to  1850,  and  Dr.  Charles  Clay  at  a 
still  earlier  date.  It  is  of  comparatively  slow  development, 
occurs  most  usually  in  young  women,  and  frequently  con- 
tains thirty  to  even  forty  pounds  of  fluid.  Its  wall  is  very 
thin,  bluish,  transparent,  but  slightly  vascular,  and  lined  by  a 
cylinder  epithelium.  It  contains  a  bluish-tinged  serous  fluid, 
clear  and  transparent  as  spring-water,  and  possessing  high  re- 
fractive properties,  as  manifested  by  its  magnifying  any  small 
object  seen  through  it,  if  lying  at  the  bottom  of  the  vessel  which 
has  received  it.  It  has  a  specific  gravity  of  only  1004  to  1005, 
and  contains  albuminate  of  soda,  but  no  free  albumen.1  If  the 
cyst  be  evacuated  by  tapping  or  by  accidental  rupture,  it  very 
seldom  refills.  Dr.  Charles  Clay  has  had  forty  cases  cured  by  a 
single  tapping,  and  only  six  which  filled  again.  I  have  myself 
known  one  to  refill  in  but  a  single  instance — a  case  of  Dr.  J. 
C.  Nott,  of  New  York,  to  be  again  referred  to.  In  one  of  my 
own  cases,  the  cyst  partially  refilled  at  first,  and  during  a  ty- 
phoid fever,  but  subsequently  became  quite  small  and  flaccid, 
and  now,  at  the  end  of  four  years,  can  with  difficulty  be  found 
in  the  pelvis.  T.  S.  Wells  states  that  he  has  seen  some  of 
these  cysts  refill.  Dr.  Keith,  of  Edinburgh,  had,  up  to  No- 
vember, 1869,  removed  one  of  these  cysts,  which  had  been 
tapped  five  years  before. 

This  form  of  tumor  of  the  broad  ligament  is  not  pediculated 
till  its  attains  to  a  considerable  size,  and  in  a  majority  of  cases 
it  never  becomes  so.3  I  have  seen  one  containing  between 
thirty  and  forty  pounds  of  fluid  which  had  no  pedicle ;  but 
dipped  down  into  the  pelvis  behind  the  ramus  of  the  pubes  on 
the  right  side,  carrying  the  posterior  layer  of  the  broad  liga- 
ment wTith  it.  Prof.  Spiegelberg,  of  Breslau,  removed  a  cyst 
of  this  kind,  rising  directly  from  the  posterior  fold  of  the  broad 
ligament.  Its  outer  layer  contained  muscular  fibres,  and  it  was 
lined  by  cylinder  epithelium.3     It  was,  I  think,  a  small  serous 

1  In  a  single  instance  examined  by  a  friend,  a  mere  trace  was  thought  to  be 
present. 

2  Dr.  Kimball,  of  Lowell,  Mass.,  has  removed  four  of  these  cysts,  only  one  of 
them  having  a  pedicle. 

3  Schmidt's  "  Jahrbuch,"  1871,  No.  2,  p.  176. 
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cyst  of  the  broad  ligament,  which  Klob  describes  under  the  pre- 
ceding head  as  follows.  He  saw  it  in  Rokitansky's  Institute. 
It  occurred  in  a  laboring-woman,  twenty  years  of  age;  was  as 
large  as  a  goose' s-egg,  and  rose  from  the  portion  of  the  right 
broad  ligament  extending  from  the  Fallopian  tube  to  the  outer 
extremity  of  the  ovary.  This  cyst  had  employed  this  portion 
of  the  peritoneal  reflexion  as  its  covering  to  such  an  extent 
that  the  abdominal  terminations  of  the  right  tube  lay  upon  the 
upper  cyst-wall ;  and  its  fimbriated  extremity  was  coiled  around 
the  external  periphery,  and  also  somewhat  downward.  The 
lower  periphery  had  likewise  so  nearly  approached  the  ovary 
that  on  first  sight  it  seemed  as  if  the  cyst  were  developed  from 
the  outer  extremity  of  the  ovary  itself.  The  parovarium  of 
this  side  was  situated  upon  the  anterior  cyst- wall,  between  it 
and  the  peritoneum ;  and  its  tubes  were  stretched  and  some- 
what crowded  from  each  other.1 

The  thinness  of  the  wall  of  the  areolar  cyst  of  the  broad 
ligament  accounts  for  the  very  distinct  fluctuation  it  presents. 
It  may  continue  a  long  time  without  much  derangement  of  the 
general  health,  and  is  very  seldom  fatal. — (T.  S.  Lee,  p.  121.) 

Another  kind  of  cyst  is  found  in  the  broad  ligament  in  the 
form  of  very  small,  densely-filled  vescicles  with  delicate  walls, 
frequently  occurring  in  great  numbers,  especially  in  the  vicinity 
of  the  tubes.  I  merely  allude  to  them,  they  being  of  no  prac- 
tical importance. 

Origin  of  the  Large  Serous  Cyst. — Boinet  speaks  of  cysts  of 
the  broad  ligament  arising — 

1.  From  the  areolar  tissue  of  the  broad  ligaments. 

2.  From  the  parovarium. 

3.  From  the  vessels  of  the  pampiniform  plexus. 
Deriving  the  first-mentioned  class  from  the  parovarium  as 

above  explained,  I  should  refer  the  large  serous  cyst  to  the  loose 
areolar  tissue  between  the  two  folds  of  the  broad  ligament 
(p.  18).  The  closure  of  one  or  more  areolae  in  this  tissue,  and 
the  subsequent  accumulation  of  their  serous  contents,  may  con- 
stitute the  commencement  of  the  areolar  cyst. 

T.  S.  Wells,  however,  regards  the  large  serous  cyst  of  the 
broad  ligament  as  not  being  developed  from  the  areolar  tissue, 

1  Klob,  vol.  i.,  p.  389. 
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but  thinks  it  is  an  ovisac  which  did  not  burst — received  by  the 
fimbriated  extremity  of  the  Fallopian  tubes,  and  retained  there 
to  undergo  development  into  the  future  cyst,  the  rest  of  the 
ovary  remaining  healthy.  But  cysts  with  similar  contents  are 
formed  in  the  subperitoneal  connective  tissue  both  in  front  of 
the  peritonaeum — i.  e.,  between  it  and  the  abdominal  muscles — 
and  behind  it.1 

It  may  be  added  that  tumors  of  the  broad  ligament  are 
sometimes  developed  from  the  non-striated  muscular  fibres  be- 
tween its  layers.  Such  an  instance  is  reported  in  Schmidt's 
"  Jahrbuch"  for  1871.2  It  was  "a  large  firm  swelling  covered 
by  the  peritonaeum,  having  no  connection  with  either  uterus  or 
ovaries,  but  proceeding  from  the  smooth  muscular  fibres  of  the 
broad  ligament  of  the  right  side." 

II.  Hydrosalpinx — (Hydrops  Tubae —  Dropsy  of  Fallopian 
Tube — Hygroma  of  Fallopian  Tubes — Hooper). — All  patholo- 
gical anatomists  admit  that  an  accumulation  of  fluid,  to  the 
amount  of  six  to  eight  ounces,  may  occur  in  the  Fallopian  tube, 
thus  producing  a  cyst  as  large  as  an  orange ;  and  that  this  con- 
stitutes an  ordinary  dropsy  of  this  passage.  Not  very  rarely, 
also,  both  tubes  are  thus  affected  at  the  same  time.  But 
whether  such  cysts  ever  attain  to  the  size  of  the  adult  head, 
or  larger,  so  as  to  be  mistaken  by  the  ovariotomist  for  a  large 
ovarian  cyst,  is  still,  by  some,  considered  doubtful. 

Cases  have  been  indeed  reported,  well  calculated  to  dispel 
such  doubts.  Bonnet  mentions  a  case  in  which  one  of  the  tubes 
contained  thirteen  pounds  of  fluid ; 3  and  in  a  case  reported  by 
De  Haen  there  were  thirty-two  pounds  in  the  tube,  and  the 
latter  itself  weighed  seven  pounds.4  Cases  have  been  re- 
ported of  one  hundred  and  thirty  and  even  one  hundred  and 
fifty  pounds  of  fluid.5  The  latter  is  usually  clear,  and  nearly 
colorless,  and  contains  but  little  albumen.  Sometimes,  how- 
ever, it  contains,  as  proof  of  preexisting  inflammation,  flocculi 
of  fibrine,  or  is  thickened  and  altered  by  admixture  with  mucus, 

1  T.  S.  Lee,  pp.  123,  124. 

2  No.  3,  p.  288. 

3  "  Sepulchretum  Anatomictim,"  lib.  iii.,  sect.  21,  obs.  39. 

4  "  Rat.  Med.,"  lib.  iii.,  p.  29. 

5  Several  cases  and  preparations  in  the  London  Museum  are  referred  to  by  T.  S. 
Lee,  pp.  237,  238. 
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purulent  matter,  and  blood.     The  last  may  impart  to  it  the 
same  coffee-ground  appearance  as  it  does  in  ovarian  cysts.1 

Since  the  abdominal  extremity  of  the  Fallopian  tube  is  the 
most  distensible,  the  principal  enlargement  in  the  common 
cases  occurs  there,  while  the  remainder  of  the  tube  presents  a 
flexuous  distention,  somewhat  resembling  a  portion  of  the 
small  intestine  (Fig.  29).     But  while  the  fimbriated  extremity 


FIG.  29.— TIydrosalptnx. — Tubal  Dkopst. 

a,  Separate  collection   of  fluid   near  uterus ;  &,  Separate  collection  at  fimbriated   extremity  of  ovi- 
duct; c,  Ovary;  d,  Ovarian  ligament  in  the  broad  ligament  of  the  uterus.— (Boivin  and  Duges.) 


of  the  tube  is  closed,  the  uterine  may  or  may  not  be  so,  as 
shown  by  Dr.  Hooper,  the  fluid  being  too  viscid  to  flow 
through  so  fine  a  passage.  The  cyst  while  still  small  almost 
always  lies  behind  the  uterus,  but  rises  above  it,  and  in  front 
of  it,  as  it  enlarges,  like  an  ovarian  cyst. 

I  have  already  spoken  of  cases  in  which  an  ovarian  cyst 
communicates  directly  with  the  Fallopian  tube,  and  discharges 
its  contents  from  time  to  time  through  that  passage.  Boinet 
(p.  106)  is  inclined  to  the  opinion  that  this  is  also  the  fact  in  all 
cases  of  discharge  of  the  fluid  of  an  asserted  tubal  dropsy ;  and 
that  the  fluid  had  not  accumulated  in  the  tube  at  all.  He  also, 
in  explanation  of  the  reported  large  collections  of  fluid  in  a 
Fallopian  tube,  maintains  that,  after  all,  the  collection  is  con- 
tained in  an  actual  ovarian  cyst,  which  had  become  detached 

1  I.  B.  Brown,  p.  27. 


104  OVARIAN  TUMORS  AND   OVARIOTOMY. 

when  very  small — perhaps  as  the  original  ovum — from  the 
ovary ;  had  entered  the  tube,1  and  subsequently  been  developed 
there.  As  the  decision  of  this  question  possesses  no  particular 
interest,  I  omit  M.  Boinet's  reasons  for  his  opinion,  as  well  as 
those  of  M.  Bauchet,  in  favor  of  the  other  view  of  the  subject 
(pp.  108-110),  which  I  adopt.  I  have,  however,  not  found  the 
proof  that  a  true  dropsy  of  the  Fallopian  tube  has  discharged 
periodically  through  the  uterus  and  vagina. 

Dr.  Farre  doubts  if  the  extreme  cases  I  have  quoted  have 
been  accurately  observed  ;  for,  since  the  tube  is  ruptured  by 
the  distention  of  tubal  pregnancy,  during  the  first  three  or  four 
months,  he  thinks  it  would  not  admit  of  the  enormous  enlarge- 
ment noted  in  these  cases.  He  believes  that  a  "part  of  the 
fluid  was  contained  in  the  ovary,  for  a  concomitant  enlarge- 
ment of  both  tube  and  ovary  is  a  very  uncommon  circum- 
stance." 

But  De  Haen  definitely  states  that  the  tube  was  so  hyper- 
trophied  and  distended — containing  thirty-two  pounds — as  to 
weigh  seven  pounds.  Besides,  this  distention  is  a  very  gradual 
process ;  and  no  more  remarkable  than  occurs  in  the  ovary  or 
the  uterus  in  case  of  large  cysts.  The  fact,  also,  that  the  ovary 
and  the  tube  are  seldom  enlarged  at  the  same  time,  is  to  be  in- 
terpreted against  Dr.  Farre's  view  of  the  subject.  In  case  of 
an  ovarian  tumor,  therefore,  the  tube  is  easily  found  of  normal 
appearance  except  as  to  its  length,  extending  over  the  surface 
of  the  cyst,  as  before  described  (p.  36).  If,  therefore,  we  do 
not  find  the  tube  in  the  state  just  described  in  a  supposed  ova- 
rian cyst,  we  must  infer  that  it  is  not  ovarian ;  while,  if  we  trace 
the  tube  from  the  uterus  into  what  appears  to  be  an  expansion 
of  the  former,  and  find  no  trace  of  the  tube  elsewhere,  we  are 
bound  to  admit  that  the  case  is  a  tubal  cyst,  without  ovarian 
complication. 

This  question  is  anatomically  decided  by  the  following  case : 

A  lady,  forty-one  years  of  age,  consulted  me  in  May,  1868,  respecting  a 
tumor  supposed  to  be  ovarian,  with  a  view  to  its  removal.  It  had  already 
existed  ten  years,  but  had  not  essentially  affected  the  general  health  till 

1  Boinet  believes  that  these  ova,  non-fecundated,  may  he  developed  in  the  ovary, 
on  its  peritoneal  surface,  in  the  Fallopian  tube,  or  anywhere  in  the  abdominal 
cavity  (p.  71). 
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within  the  last  twelve  months.  The  tumor  gave  evident  fluctuation  over 
its  upper  portions,  but  seemed  solid  as  felt  per  vaginam.  The  uterus  was 
retroverted,  and  allowed  the  sound  to  pass  two  and  three-quarter  inches. 
Believing  it  to  be  a  fibro-cystic  tumor  of  the  uterus,  I  advised  delay  till 
tapping  should  become  necessary,  after  which  the  diagnosis  could  be  more 
positively  pronounced. 

In  the  following  October  she  was  tapped  by  her  physician,  and  fifteen 
pounds  of  fluid  removed.  The  tumor  was  decided  by  him  to  be  undoubt- 
edly an  ovarian  cyst,  and  a  proper  case  for  ovariotomy.  She  refilled 
rapidly,  and  was  again  tapped  two  months  afterward  (December,  1868). 
I  saw  her  the  second  time  in  March,  1869.  Still  feeling  doubtful  as  to  the 
nature  of  the  case,  I  decided  to  tap  her  myself  before  settling  the  question 
of  ovariotomy,  and  removed  eighteen  pounds  of  an  albuminous  and  slight- 
ly milky  fluid.  The  whole  tumor  now  disappeared  from  the  touch,  even 
the  solid  portion  being  no  longer  felt  per  vaginam.  A  sound  was  then 
passed  into  the  uterus,  and  the  organ  lifted  up  so  that  it  could  be  grasped 
through  the  thin  abdominal  walls ;  when  the  cyst  was  felt  to  be  continu- 
ous with  the  uterus  on  the  left  side,  though  no  distinct  pedicle  could  be 
traced.  As  I  still  doubted  if  the  tumor  were  ovarian,  I  decided  to  wait 
till  the  patient  had  rallied  from  the  tapping,  and  then  to  make  an  explora- 
tive incision,  and  remove  the  tumor  if  found  to  be  ovarian.  She  did  well 
for  three  days,  and  then  gradually  failed  for  a  week  more,  and  died. 

Nearly  two  quarts  of  fluid,  mostly  blood,  were  found  in  the  sac,  which 
had  been  tapped,  which  must  have  very  slowly  oozed  from  its  internal 
surface,  since  the  fluid  obtained  by  the  tapping  was  quite  clear.  The  grad- 
ual failure  of  the  patient's  strength  was  seen  to  be  due  to  the  slow  haem- 
orrhage. The  tumor  was  found  to  be  very  adherent  in  the  pelvis.  The 
solid  mass  felt  per  vaginam,  before  the  tapping,  proved  to  be  a  cystoma  of 
the  right  ovary,  nearly  as  large  as  a  foetal  head  ;  and  w7hich  had  ascended 
beyond  the  reach  of  the  finger  after  the  pressure  from  above  was  removed 
by  the  tapping.  The  principal  cyst,  however,  was  on  the  left  side,  as  had 
been  previously  ascertained,  and  was  continuous  with  the  muscular  tissue 
of  the  uterus  from  its  left  horn.  There  was  no  pedicle ;  and  not  a  trace 
of  the  left  Fallopian  tube  or  the  left  ovary  could  be  made  out.  In  fact, 
the  cyst  itself,  which  had  contained  eighteen  pounds  of  fluid  at  the  last 
tapping,  was  the  hypertrophied  and  distended  left  Fallopian  tube. 

III.  Uterine  Fibro-Cysts. — Fibro-cystic  tumors  of  the  uterus 
were  first  distinctly  recognized  only  very  recently,  and  are  quite 
rare.  Only  fourteen  cases  had  been  recorded  in  1869,  and  two 
of  these  were  detected  after  death  by  Kiwisch  and  Cruveilhier.1 
They  may  be  either  sub-peritoneal  or  interstitial.  Their  devel- 
opment may  be  rapid,  but  is  usually  slow  in  comparison  with 
that  of  ovarian  cysts.     They  very  seldom  occur  before  the  age 

1  Koeberle,  Gazette  Hebdomadaire,  No.  16,  1869. 
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of  thirty.  Their  name  suggests  a  secondary  cyst  developed  in 
a  uterine  fibroid.  This  is,  however,  not  always  the  fact ;  since 
often  no  truly  fibroid  element  is  met  with  in  the  tumor,  there 
being  merely  a  cyst  in  continuity  with  the  uterus,  whose  thick 
vascular  wall  is  formed,  like  the  latter,  of  non-striated  muscular 
fibres  and  connective  tissue. 

Cruveilhier  describes  two  distinct  forms  of  uterine  fibro- 
cystoma: 

1.  In  the  first,  we  find  irregular  cysts  without  proper  walls, 
produced  by  an  cedematous  infiltration  of  the  original  fibroma, 
the  interlobular  spaces  slowly  dilating  and  finally  breaking 
down  under  the  influence  of  the  interstitial  fluid.  Thus  irregu- 
lar cavities  are  formed,  more  or  less  analogous  to  true  cysts,  but 
without  distinct  walls.  The  fluid  contained  in  these  cavities  is 
serous,  limpid,  yellow,  like  the  serosity  of  cedema,  and  some- 
times hemorrhagic. 

2.  Cysts  with  more  or  less  regular  cavities,  and  some  with 
walls,  are  formed  in  the  tissue  of  the  fibrous  growth,  these 
cavities  generally  communicating  by  well-defined  openings. 
The  larger  ones  are  spherical,  while  the  smaller  accessory  ones 
are  flattened,  and  form  more  or  less  irregular  sinuses.  The 
fluid  contained  in  these  cysts  is  limpid,  yellow,  fibrinous  like 
lymph,  and  spontaneously  coagulable.  Cruveilhier  thinks  this 
form  of  fibro-cyst  is  produced  by  the  progressive  dilatation  of 
lymphatic  vessels ;  and  states  that  they  are  always  consecutive 
to  some  mechanical  obstacles  to  the  circulation  of  the  lymph. 

Klob  merely  quotes  a  single  case  from  Kiwisch,  and  alludes 
to  one  described  by  Cruveilhier,  after  designating  such  instances 
as  very  rare,  but  extraordinary.1 

That  uterine  fibro-cysts  are  far  more  rare  in  Europe  than  in 
this  country,  I  have  no  doubt.  Of  T.  S.  Wells's  first  one  hun- 
dred and  thirty  operations  for  tumors  (one  hundred  and  fifteen 
being  ovariotomy),  only  two  cases  proved  to  be  fibro-cystic 
tumors  of  the  uterus.2  He  assures  me  that  he  meets  with  not 
more  than  one  fibro-cyst  for  fifty  ovarian  cysts.  Together  with 
Dr.  Keith's  first  one  hundred  operations  of  ovariotomy,  only 
one  case  of  uterine  fibro-cyst  occurred.3  I  have  myself  met 
with  ten  cases  in  the  last  two  years,  and  have  seen  not  less  than 

1  Klob,  op.  cit.,  p.  182.  2  "Diseases  of  the  Ovaries,"  vol.  i. 

3  The  Lancet  (London  edition),  August  20,  1870,  p.  250. 
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fifty  since  my  first  operation  of  ovariotomy  in  1850.1  Dr.  T. 
A.  Emmet  lias  met  with  nearly  half  as  many  fibro-cysts  as  ova- 
rian cysts,  and  Dr.  Charles  Clay  thinks  he  has  met  with  nearly 
as  large  a  proportion  in  five  thousand  cases  diagnosticated. 
Of  the  nineteen  operations  for  the  removal  of  uterine  fibro-cysts 
reported  by  Dr.  C.  C.  Lee,2  nine  occurred  in  this  country,  eight 
in  England,  and  two  in  France. 

These  cysts,  and  especially  the  first  variety,  usually  develop 
much  more  slowly  than  the  two  forms  of  cystoma  ovarii,  since 
during  their  first  stage,  as  simple  uterine  fibroma,  the  growth, 
as  of  all  solid  tumors,  is  gradual.  In  many  cases,  however,  this 
stage  has  remained  entirely  unrecognized,  and  this  element  of 
the  differential  diagnosis  may  therefore  be  wanting.  On  the 
other  hand,  the  second  variety  sometimes  grows  quite  as  rapidly 
as  either  form  of  cystoma  ovarii,  and  becomes  as  large  as  the 
latter  ever  do. 

Their  walls  are  usually  darker  (more  livid)  than  those  of 
ovarian  cysts ;  and  often  very  extended  adhesions  exist  between 
them  and  the  organs  in  contact,  which  resemble  the  chordse 
tendinese  of  the  heart.  Sometimes  the  adhesions  take  the  form 
of  broad,  short,  and  thick  muscular  bands ;  though,  usually,  as 
before  described,  the  fluid  drawn  by  the  first  tapping  is  some- 
times of  a  somewhat  chocolate  color,  or  of  that  of  coffee-grounds, 
from  the  admixture  of  blood.  It  is,  of  course,  the  subperitoneal 
variety  of  uterine  fibro-cyst  which  so  nearly  simulates  the  ova- 
rian cyst,  since  the  depth  of  the  uterine  cavity  is  usually  not  in- 
creased by  it,  as  it  is  by  the  interstitial  form. 

Serous  cysts  of  the  mesentery  are  sometimes  mistaken  for 
ovarian  tumors ;  and  the  same  may  be  said  of  acephalocysts  both 
of  the  mesentery  and  of  the  omentum  majus.  The  latter  are 
much  more  frequent  than  the  former.  A  discharge  of  hydatids 
from  the  rectum  sometimes  decides  the  diagnosis.  Cases  of 
both  kinds  of  cysts  are  given  by  Boinet. 

The  remaining  conditions  liable  to  be  mistaken  for  ovarian 
cysts  will  be  considered  in  connection  with  their  differential 
diagnosis. 

1  The  nature  of  the  cases  having  been  verified  in  twenty-three  instances  by  gastrot- 
omy  (three  times  by  myself),  by  a  post-mortem  examination,  or  by  an  examination 
of  the  fluid  of  the  cyst. 

2  New  York  Medical  Journal,  November,  1871,  p.  478. 
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Dr.  Krassovsky  remarks,  in  1867,  that  "  as  yet  we  have  no 
good  description  of  the  diagnosis  of  ovarian  cysts,"  x  a  statement 
admitting  of  no  essential  qualification  at  the  present  time.  All 
surgeons  are  aware  of  the  diagnostic  difficulties  presented  by 
almost  all  the  varieties  of  abdominal  tumors.  But  they  are 
greatest  of  all,  and  demand  the  most  deliberate  and  patient 
investigation,  in  cases  of  the  kind  of  tumors  under  consideration. 
It  is,  however,  in  these  cases  that  a  correct  diagnosis  is  most 
of  all  important ;  since  upon  it  may  hang  the  performance  or 
non -performance  of  the  most  formidable,  and,  in  many  instances, 
the  most  difficult  and  dangerous  operation  the  surgeon  ever 
attempts. 

I  now  proceed  to  specify  the  signs  of  ovarian  tumors,  more 
particularly  in  the  second  and  third  stages  o£  their  develop- 
ment ;  since  it  is  only  after  the  middle  of  the  second  stage  is 
completed  that  the  operation  for  removal  of  the  tumor  is,  with 
a  very  few  possible  exceptions,  to  be  thought  of. 

The  signs  of  ovarian  tumors  are  general  and  local ;  and  the 
latter  are  divided  into  the  rational  and  the  physical. 

1.  The  general  signs  include  the  history  of  the  case,  the 
expression  of  countenance,  the  appearance  of  the  neck  and 
upper  extremities,  the  degree  of  activity  of  the  kidneys,  and 
sympathetic  affections  of  the  mammse. 

2.  The  rational  local  signs  are  the  symptoms  detected  by 
the  patients  as  specified  in  a  preceding  section  (pp.  90-93). 

3.  The  physical  local  signs  are  those  obtained  by  the  various 
means  of  physical  exploration  hereafter  to  be  mentioned. 

1  Edinburgh  Medical  Journal,  1867,  p.  540. 
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SECTION   I. 

THE    GENERAL   SIGNS   OF   OYAEIAN   TUMORS. 

These  signs,  except  those  deducible  from  the  history  of  the 
case,  depend  upon  the  general  health  and  condition  of  the 
patient ;  they  therefore  become  decided  only  in  the  third  stage, 
and  rarely  in  the  last  part  of  the  second  stage,  of  the  disease. 

1.  History  of  a  Case  of  Ovarian  Tumor. — Supposing  the  case  to 
be  so  far  advanced  (to  the  middle  of  the  second  stage  or  further) 
that  the  question  of  operative  interference  may  arise,  the  follow- 
ing are  usually  the  prominent  facts  in  the  history  of  the  case : 

Several  months  since  (nine  to  eighteen  months)  the  patient 
discovered  a  round  tumor  at  the  lower  part  of  the  abdomen, 
lying  at  one  side  of  the  median  line.  It  was  easily  displaced, 
while  she  lay  upon  her  back,  toward  the  opposite  side.  It  was 
not  and  has  not  been  tender  on  pressure,  and  gave  no  trouble 
at  all  till  it  ascended  above  the  umbilicus.  Up  to  this  time  her 
health  has  been  as  usual.  Now  the  navel  is  prominent  as  in 
pregnancy ;  and  the  tumor  assumes  a  central  position,  and  can 
no  longer  be  displaced  laterally.  While  extending  upward, 
the  abdominal  veins  become  enlarged  and  apparently  more 
numerous,  and  anienorrhcea,  dyspnoea  on  slight  exertions,  and 
derangements  of  digestion  supervene.  The  activity  of  the  kid- 
neys has  been  diminished  since  the  tumor  attained  to  the  um- 
bilicus ;  and  in  some  cases  the  lower  extremities  have  become 
oedematous. 

The  time  elapsing  after  the  patient  detected  the  tumor  until 
it  came  to  the  middle  of  the  third  stage  (as  high  as  the  preg- 
nant uterus  at  seven  months)  will  be  about  a  year  for  oligocysts, 
and  less  for  polycysts,  with,  of  course,  very  many  exceptions. 
Time  is,  however,  an  important  element  in  the  diagnosis  of 
ovarian  tumors.  If  the  case  has  already  continued  without 
tapping  three  years  or  more  since  the  patient  first  detected  the 
enlargement,  something  else  than  an  ovarian  tumor  is  to  be 
suspected ;  though  it  may  possibly  prove  to  be  one.  The  his- 
tory is,  however,  to  be  regarded  as  among  the  less  reliable  ele- 
ments of  diagnosis  of  ovarian  tumors. 
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2.  Expression  of  the  Countenance. — The  modification  of  the 
features  during,  and  very  seldom  before,  the  third  stage  is  pe- 
culiar, but  difficult  to  describe.  Fig.  30  conveys  an  idea  of  it ; 
and  I.  B.  Brown  gives  the  following  description  :  "  The  face  is 


FIG,  30.—  Facies  Ovaeiana.— (After  Wells.) 


elongated,  thin,  and  rather  shrivelled ;  anxiety  and  care  are 
strongly  depicted  on  the  features ;  the  angles  of  the  nose  and 
mouth  are  drawn  downward ;  the  lips  thinned  ;  the  cheeks  fur- 
rowed ;  the  eyes  are  remarkably  defined,  the  space  between  the 
eyelids  and  bony  margin  of  the  orbits  being  sunken  and  hollow  ; 
indeed,  the  whole  areolar  adipose  tissue  of  the  face  is  atro- 
phied ;  the  complexion  is  pale,  but  without  that  peculiar  leaden 
aspect  or  sallow  or  parchment-like  color  seen  in  malignant 
disease  "  (p.  39).  Mr.  Wells  terms  the  peculiar  expression  the 
"  facies  ovariana." 

3.  Emaciation  of  the  Neck  and  Shoulders  is  also  usually  quite 
marked  at  the  middle  of  the  third  stage,  followed  by  that  of  the 
upper  extremities. 

4.  (Edema  of  Extremities. — It  is  not  till  very  late  in  the  dis- 
ease, in  the  fourth  stage  generally,  that  the  lower  extremities, 
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and  perhaps  also  the  abdominal  walls,  become  oedematous.  In 
case  of  oligocysts,  however,  this  rarely  occurs  before  other  ur- 
gent symptoms  demand  surgical  interference.  If  it  has  already 
occurred,  the  vital  force  is  probably  very  much  exhausted.  In 
case  of  polycysts,  however,  and  especially  if  adherent  in  the 
pelvis,  oedema  of  the  lower  extremities  is  not  so  very  uncom- 
mon. It  is  very  common  in  cases  of  ascites  complicated  with 
ovarian  tumor,  and  in  such  cases  its  significance  is  merged  in 
that  of  the  ascitic  eifusion  (p.  97).  In  this  connection  it  is 
regarded  as  merely  the  result  of  pressure  of  the  tumor  on  the 
iliac  veins,  and  not  as  a  grave  symptom,  though  it  always  sug- 
gests a  very  thorough  investigation  of  the  case  before  deciding 
upon  any  operative  procedure. 

Late  in  the  disease  the  abdominal  veins  become  enlarged 
and  prominent  (Fig.  31),  though  a  supervening  oedema  may 
conceal  this  condition. 


FTG.  31. — Large  Ovarian  Ctst,  Fourth  Stage;  showing  Enlarged  Veins  on  Abdomen. 

5.  The  mammae  may  become  enlarged  and  painful  in  the 
second  and  third  stages,  and  even  afford  a  milky  secretion. 
The  areola  around  the  nipple  may  become  dark,  and  morning- 
sickness  may  occur.     But  all  these  symptoms  are  rare. 

6.  A  notable  diminution  of  the  activity  of  the  kidneys 
almost  invariably  attends  the  whole  of  the  third  and  fourth 
stages,  and  the  last  part  of  the  second.  "Very  rarely  also,  sup- 
pression of  urine  occurs  from  pressure  of  a  solid  tumor  on  the 
ureters,  or  from  adhesions  in  the  pelvis. 
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7.  Lastly,  the  general  nutrition  fails,  and  great  emaciation 
supervenes. 

The  preceding  general  signs,  without  any  coexisting  signs 
of  cardiac  or  renal  disease,  afford  a  very  strong  presumption  of 
the  existence  of  an  ovarian  tumor ;  and  their  absence  may  be 
regarded  as  a  certain  evidence  of  the  non-existence  of  such 

disease. 


SECTION  II. 

LOCAL    SIGNS   OF    OTAEIAN    TUMORS. 

1.  Eeferring  to  Section  IY.  (Chapter  III.),  for  the  Rational 
Local  Signs  of  Ovarian  Tumors,  I  proceed  to  speak  here  of  the 

physical. 

2.  Physical  Local  Signs  of  Ovarian  Tumors. — These  signs  are 
obtained  by  inspection,  mensuration,  palpation,  percussion,  aus- 
cultation, and  change  of  patient's  position ;  from  the  vaginal 
touch,  the  use  of  the  uterine  sound,  the  rectal  touch,  the  explor- 
ing trocar ;  from  chemical  and  microscopical  examination  of  the 
fluids  obtained  ;  and  from  exploratory  incisions. 

It  is  to  be  understood  that,  as  preparatory  to  these  exami- 
nations, the  patient  is.  placed  upon  the  back,  with  the  thighs 
somewhat  flexed  on  the  abdomen,  the  bladder  having  been 
previously  evacuated.1  She  must  also  be  instructed  not  to  hold 
her  breath. 

1.  By  inspection  of  the  abdomen  (and  mensuration,  if  re- 
quired), the  enlargement  is  detected  in  the  second  stage,  at  first 
on  one  side,  and  gradually  extending  across  and  upward.  The 
outlines  and  size  of  the  tumor  are  also  perceived  in  a  general 
way.  In  the  third  stage  the  abdomen  appears  symmetrical ; 
perhaps,  in  case  of  a  very  large  tumor,  the  umbilicus  is  promi- 
nent, and  mensuration  may  be  resorted  to  for  the  girth  and 
other  dimensions  of  the  abdomen.  The  particular  dimensions 
to  be  taken  will  be  specified  in  Chapter  YIIL,  Section  II. 

2.  By  palpation,  the  tumor  is  felt,  in  the  beginning  of  the 
second  stage,  in  the  iliac  region,  and  found  to  be  quite  movable, 

1  Fehr  remarks  that  the  diagnosis  of  all  pelvic  tumors  commences  by  using  the 
catheter.  P.  51. 
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unless  already  adherent,  or  having-  a  short  pedicle.  Its  outline 
and  size  are  now  accurately  made  out ;  as  also  the  character  of 
its  surface,  whether  smooth  or  lobulated,  firm  or  elastic.  In 
the  third  stage,  however,  in  case  of  a  monocyst,  the  outline  is 
made  out  with  great  difficulty.  A  fibroma  of  the  ovary  (p.  26) 
seldom  advances  beyond  the  second  stage  in  size,  is  perfectly 
resistant  to  pressure,  and  has  a  spheroidal  and  smooth  surface. 
A  small  tumor  of  any  kind  with  a  large  ascitic  effusion,  of 
course,  cannot  be  felt  at  all.  The  lobulated  anterior  surface  of 
a  polycyst,  if  consisting  of  small  cysts,  is  easily  distinguished 
at  any  stage. 

3.  But  percussion  must  mainly  decide  the  question  between 
a  solid  tumor  and  a  cyst,  since  it  detects  fluctuation  in  the  lat- 
ter. It  also  distinguishes  tympanites  from  both.  Of  no  avail 
in  the  first  stage,  unless  associated  with  the  vaginal  touch,  it  is 
therefore  of  the  greatest  value  in  the  second  and  third  stages. 
But,  though  an  evident  fluctuation  proves  the  existence  of  a 
cyst,  or  of  ascites,  its  absence  does  not  demonstrate  that  there 
is  no  fluid  in  the  tumor,  as  will  be  explained  (p.  126).  Besides, 
an  apparent  fluctuation  may  deceive,  as  may  also  the  im- 
pulse given  by  a  semi-solid  or  a  solid  tumor.  But  the  latter  is 
communicated  instantly  from  one  hand  to  the  other,  while  fluc- 
tuation gives  a  perceptible  interval  of  time.  ISTor  can  percus- 
sion make  us  entirely  certain  that  any  ovarian  tumor  is  a 
monocyst.  The  most  it  can  do  in  any  case  is,  to  enable  us  to 
decide  very  positively  whether  all  the  portions  of  a  fluctuating 
tumor,  which  are  accessible  by  palpation,  are  parts  of  one  and 
the  same  cyst ;  for  small  cysts  may  be  attached  to  the  larger 
one,  at  a  point  impossible  to  detect. 

4.  Auscultation  may  also  be  applied,  in  case  of  a  supposed 
ovarian  tumor,  with  advantage,  since  it  decides  positively,  if  such 
tumor  exist,  against  the  existence  of  pregnancy.  It,  however, 
sometimes  discovers  a  sound,  it  is  said,  in  a  large  ovarian  cyst, 
which  very  much  resembles  the  placental  murmur.  Churchill 
and  Scanzoni  think  they  have  heard  it.  Kiwisch  carefully 
auscultated  thirty  large  ovarian  tumors,  but  could  not  detect 
any  sound  of  the  circulation.1  Simpson  asserts  that  it  may  be 
heard  in  a  uterine  fibroid,  but  never  in  an  ovarian  cyst.2    Ki- 

1  Op.  cit.,  page  37.  s  Quoted  by  Fehr,  p.  48. 

8 


114  OVARIAN   TUMORS  AND  OVARIOTOMY. 

wisch  considers  these  two  facts  as  not  altogether  unimportant 
in  the  diagnosis. 

5.  By  changing  the  patient's  position,  the  tumor,  during  the 
second  stage,  changes  its  relation  to  the  contiguous  parts, 
though  in  the  third  this  may  not  be  the  fact.  But  the  line  of 
dulness,  and  the  extent  of  the  fluctuation,  may  be  thus  changed 
until  the  third  stage  is  reached  ;  and  this  is  very  important  in 
the  differential  diagnosis  of  ascites  and  a  large  ovarian  cyst 
(p.  131),  since  the  latter  is  thus  changed,  but  in  a  different  way. 

6.  By  the  vaginal  touch,  the  first  stage  of  an  ovarian  tumor 
is  the  most  positively  ascertained,  and,  combined  with  percus- 
sion, it  may  decide  as  to  its  solid  or  cystic  character.  The  tu- 
mor is  felt  behind  the  uterus  and  on  one  side  of  the  pelvis ;  is 
not  tender,  as  is  a  merely  displaced  ovary ;  is  movable,  and,  if  a 
polycyst,  is  lobulated.  If,  however,  the  component  cysts  of 
the  latter  are  very  small,  no  fluctuation  may  yet  be  detected  in 
them.  But  a  solid  tumor  resists  pressure,  and  has  a  smooth 
surface. 

Sometimes,  in  the  second  and  third  stages,  an  ovarian  cyst 
cannot  be  reached  at  all  per  vaginam,  and  other  signs  must 
therefore  decide  as  to  its  real  character.  Such  a  tumor  may  be 
supposed  to  have  a  long  pedicle.  Per  contra,  if  the  tumor  is,  in 
these  stages,  found  still  to  fill  much  or  most  of  the  pelvic  cavity, 
it  probably  has  a  short  pedicle,  and,  if  a  polycyst,  probably  has 
pelvic  adhesions.  In  the  last  case,  the  uterus  may  still  be  found 
in  front  of  the  tumor ;  in  other  circumstances,  it  is,  in  the  third 
stage,  behind  it.  The  uterus  often  lies  higher  than  its  normal 
position,  in  cases  of  oligocysts  with  a  long  pedicle. 

It  is  the  rule  that  the  lowest  portion  of  all  forms  of  ovarian 
tumor  can  be  reached  per  vaginam  during  all  the  stages  of  its 
development. 

1.  By  the  use  of  the  uterine  sound,  the  relations  of  the  tu- 
mor to  the  uterus,  the  mobility  of  both,  and  the  depth  of  the 
uterine  cavity,  are  ascertained.  Of  course,  the  last  should  not 
be  notably  increased  by  an  ovarian  tumor ;  while  it  is  very 
generally  so  by  an  interstitial  uterine  fibroma  or  fibrocyst. 

In  the  first  stage  the  relation  and  position  of  the  uterus  are 
found  as  stated  under  the  preceding  head.  It  is  also  perfectly 
movable,  independently  of  the  tumor.     It  acquires  some  later- 
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al  deviation  during  the  second  stage,  and  gets  behind  the  tumor 
in  the  third.  It  is  then  fixed  by  the  pressure  of  the  tumor, 
even  if  the  latter  is  not  adherent  in  the  pelvis ;  and  may  be 
placed  centrally,  or  more  or  less  inclined  to  one  side. 

Dr.  Simpson's  remark,  that,  "  if  the  sound  show  a  tumor  in 
front  of  the  uterus,  the  disease  is  certainly  not  ovarian,"  l  is  in- 
correct. The  uterus  is  in  front  of  an  ovarian  tumor  only  in 
exceptional  cases  (p.  69) ;  but  is  often  so  in  cases  of  uterine 
fibroma  and  fibrocyst. 

8.  By  the  rectal  touch,  the  tumor  may  be  felt  during  the 
first  stage;  and  higher  on  its  posterior  surface  than  per  vagi- 
nam.  Fluctuation  or  a  lobular  surface  may  also  be  recognized 
in  some  instances  only  by  this  method  of  exploration. 

9.  By  the  use  of  the  exploratory  trocar,  a  specimen  of  the 
fluid,  if  a  cyst,  may  be  obtained,  for  chemical  and  microscopical 
examination.  There  is,  however,  considerable  risk,  and  often 
no  very  satisfactory  result,  in  all  the  methods  resorted  to,  until 
recently.  Prof.  Spiegelberg,  of  Breslau,  has  seen  two  cases,  and 
Hegar,  of  Freiburg,  a  single  one,  terminate  fatally  after  the 
use  of  the  exploring  trocar.3  Dr.  H.  F.  Walker,  of  New  York, 
recently  proposed  the  use  of  the  common  hypodermic  syringe 
for  this  purpose ; 3  and  which,  I  think,  has  proved  to  be  en- 
tirely safe.  It,  however,  obtains  a  sufficient  quantity  of  fluid, 
only  by  several  times  detaching  the  syringe  from  the  tube,  or 
by  several  introductions  of  the  latter. 

I  have,  therefore,  recently  devised  a  modification  of  Dieu- 
lafoy's  apparatus,  "pour  aspiration  pneumatique  soucutanee," 
which  answers  every  possible  requirement.  By  it  any  amount 
of  the  fluid  for  examination  may  by  a  single  puncture  be  pumped 
out  of  the  cyst,  and  with  perfect  safety,  so  far  as  I  have  used 
it.4  (Fig.  32.) 

If,  however,  no  fluid  at  all  is  obtained  from  a  supposed  cyst 
by  the  use  of  this  instrument,  the  tumor  is  not  thus  proved  to 

1  Edinburgh  Monthly  Journal,  1843,  p.  701.  Mr.  I.  B.  Brown  adopts  Dr.  Simp- 
son's idea. 

2  American  Journal  of  Obstetrics,  May,  1870,  pp.  170,  171. 

3  Ibid ,  p.  120. 

4  The  fluid  may,  however,  subsequently  escape  into  the  peritoneal  cavity,  if  very 
limpid,  if  the  finest  trocar  be  used  ;  but,  the  more  limpid,  the  less  irritating  to  the 
peritonaeum. 
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be  a  solid  one  ;  since  the  fluid  of  a  cyst  is  not  seldom  too  viscid 
to  flow  through  so  fine  a  tube.  But,  if  a  free  lateral  motion  can 
be  imparted  to  the  extremity  of  the  tube,  the  tumor  cannot  be 
a  solid  one.  On  the  other  hand,  the  fluid  obtained  from  a  sup- 
posed cyst  may,  in  fact,  have  been  drawn  from  the  peritoneal 


FIG.  32. — Syringe  fok  Exploration  op  Ovarian  Cysts. 

A,  instrument,  5%  inches  long-;  B,  gilded  tube,  3  inches  long,  and  ^  to  T\  inch  in  diameter, 
with  bevelled  point ;  2?.  similar  tube,  4%  inches  long ;  (7,  rubber  tube,  to  be  attached  to  arm  a, 
by  which  the  fluid,  drawn  from  the  cyst  through  a\  is  forced  out.  The  stop-cocks  at  a  and  a? 
are  both  shown  as  closed. 

cavity,  ascites  having  existed  either  alone  or  as  a  complication 
with  ovarian  tumor.  I  have  myself  once  committed  this  over- 
sight, in  the  last-mentioned  circumstances.  I  have  therefore 
added  to  the  apparatus  a  second  tube,  four  and  three-fourths 
inches  in  length,  in  order  to  be  able  to  penetrate  the  cyst 
through  the  ascitic  accumulation. 

10.  On  chemical  examination,  the  fluid  of  an  ovarian  cysto- 
ma will  probably  always  be  found  to  contain  albumen,  if  it  be 
limpid  enough  to  flow  through  the  tine  tube  of  the  exploring 
trocar,  and  will  have  a  specific  gravity  of  not  less  than  1,010. 
The  small  cysts  of  a  polycystic  cystoma  do  not,  however,  gen- 
erally contain  albumen,  but  only  the  mucous  peptone  (colloid 
substance)  described  by  Eichwald  (p.  31).  Ascitic  fluid  also 
contains  albumen  ;  and  this  undergoes  a  kind  of  coagulation,  if 
the  fluid  is  left  at  rest  for  ten  or  twelve  hours,  as  the  fluid  of  an 
ovarian  cyst  never  does.  The  latter,  however,  may  cease  to 
give  any  evidences  of  the  presence  of  albumen  after  six  or 
eight  days,  though  it  still  presents  no  signs  of  decomposition, 
as  I  have  found  in  two  instances. 

The  presence  of  albumen  therefore  in  a  fluid,  supposed  to 
come  from  an  ovarian  cyst,  only  excludes  a  cyst  of  the  broad 
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ligament,  and  the  dermoid  cyst.  There  may  be  an  ovarian  cys- 
toma, or  ascites,  or  a  uterine  fibrocyst.  The  color  of  the  fluid  is, 
however,  almost  characteristic  of  ascites — a  light  straw-color ; 
it  is  a  little  darker  usually  in  an  oligocyst  which  has  not  been 
tapped ;  and  darker  still,  or  more  decidedly  colloid,  in  a  polycyst. 
In  the  uterine  fibrocyst,  it  is  at  the  first  tapping  light  colored, 
but  more  opaque  than  the  ascitic  or  the  oligocystic  fluid. 

Fatty  contents,  soluble  in  ether,  show  the  cyst  to  be  of  the 
dermoid  variety. 

11.  The  microscope  detects  moving  amoeboid  corpuscles  in 
ascitic  fluid,  but  not  in  either  of  the  other  three  fluids  mentioned 
in  the  preceding  paragraph.  Since  Yon  Recklinghausen  has 
shown  that  the  peritoneal  cavity  is  partly  a  lymph-sac  in  reptiles 
and  still  lower  animals  (p.  13),  and  almost  exclusively  so  in  the 
highest,  the  peritoneal  epithelium  becomes  an  endothelium; 
i.  e.,  is  analogous  to  that  of  the  blood-vessels,  and  especially  of 
the  lymphatic  vessels  and  sacs.  The  colorless  corpuscles  accord- 
ingly from  both  sources  manifest  amoeboid  movements.  The 
amoeboid  corpuscle  might  therefore  mislead  only  in  case  there 
was  ovarian  cystoma  with  ascites,  and  where,  from  rupture  of  the 
former,  its  fluid  had  become  mixed  with  that  before  in  the  peri- 
toneal cavity.  Here,  however,  the  epithelium-cells  of  the  cyst 
wTould  be  mixed  in  great  numbers  with  the  endothelial  cells 
of  the  peritonaeum,  and  easily  distinguished.  For  these  pave- 
ment-cells (p.  35)  are  as  distinctive  of  the  cyst  as  the  other  form  is 
of  the  peritonseum.  If  plates  of  cholesterine  are  also  seen,  the 
proof  of  ovarian  cyst  amounts  well-nigh  to  a  demonstration. 

But  a  still  more  striking  characteristic  when  met  with,  of 
the  fluid  of  ovarian  cystomata,  is  the  ovarian  glomerulus,  or 
"  gorged  granule  "  spoken  of  by  Mr.  Nunn,  though  he  does  not 
attach  much  diagnostic  importance  to  it,1  and  which  is  recog- 
nized by  Kceberle  and  Dr.  W.  L.  Atlee,  and  described  as  found 
in  some  of  the  ovarian  cysts  recently  removed  by  the  latter.2 

These  glomeruli  are  of  a  brownish-yellow  color,  composed 
of  granules,  and  are  ^^^  to  y^-g-  of  an  inch  in  diameter.  They 
are  represented  by  Fig.  33.    I  have  not  been  able  to  detect  them 

1  Brown  on  Ovarian  Dropsy,  p.  47. 

2  Case  204,  American  Journal  of  Medical  Sciences,  January,  1870,  p.  104;  cases 
210  and  211,  ibid.,  October,  1870,  p.  430.    They  are  here  called  granular  corpuscles. 
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in  the  fluid  of  all  cysts  known  to  be  ovarian ;  and  further  ob- 
servation is  necessary  in  order  to  determine  their  precise  diag- 
nostic value.  Koeberle  figured  them  in  his  monograph,  in  1865. ' 
Spiegelberg  and  Waldeyer  make  no  mention  of  them.  Prof. 
Vallette,  of  Lyons,  terms  them  corpuscules  inflammatoires. 


© 
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FIG.  33. — Showing  the  "  Ovartan  Cokpttscles  "  A,   and  their  size  as  compared  with  pus-cells 
£,  and  blood-corpuscles  ft — (Koeberle.) 


12.  But  the  spectroscope  promises  to  aid  us  in  the  precise 
diagnosis  of  ovarian  cystomata  even  more  than  the  microscope.2 

Dr.  Thudicum  has  shown  that  luteine,  the  yellow  coloring- 
matter  of  the  corpus  luteum,  exists  also  in  the  egg,  in  butter, 
in  blood,  in  the  yellow  evacuations  of  nursing  infants,  and  in 
the  fluid  contents  of  ovarian  cysts  (of  the  cow).  In  all  these 
substances,  luteine  has  a  spectrum  distinguishing  it  from  all 
other  coloring-matters ;  and  in  each  it  also  has  slight  modifica- 
tions distinguishing  each  from  all  the  rest.  The  spectroscope 
may,  therefore,  be  expected  to  distinguish  the  ovarian  cystoma 
from  all  other  cysts ;  or  may  perhaps  distinguish  between  oligo- 
cysts  on  the  one  hand,  as  originating  from  the  ovisacs,  and  poly- 
cysts  which  are  developed  in  the  ovarian  stroma. 

Fig.  34  represents  the  spectrum  of  luteine  from  an  ovarian 
cyst  of  a  cow ;  and  Fig.  35,  the  same  from  a  corpus  luteum. 

The  three  short  absorption-bands  actually  extend  across  the 
spectrum  like  the  rest.  They  are  here  drawn  thus,  to  represent 
their  relative  intensity  of  darkness.  All  the  absorption-bands 
of  luteine  are  to  the  right  of  the  line  E  of  the  solar  spectrum, 

1  "  Operations  d'Ovariotomie,"  PI.  vi.,  Fig.  8. 

s  Dr.  S.  Waterman,  of  New  York,  who  is  successfully  pursuing  the  medical 
applications  of  the  spectroscope,  has  kindly  undertaken  a  series  of  investigations 
on  this  subject ;  but  does  not  consider  them  sufficiently  numerous,  up  to  the  time 
these  sheets  go  to  press,  to  justify  the  publication  of  his  results. 
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extending  from  the  blue  to  the  violet :  from  92  to  163  of  the 
scale  for  the  luteine  of  the  ovarian  cyst,  and  from  106  to  179 
for  that  of  the  corpus  luteum.1 


FIG.  34. — Spectrum  of  Luteine  from  an  Ovarian  Cyst  of  a  Cow. — (Thudicum.) 

13.  Exploratory  incisions,  for  the  purpose  of  completing  the 
diagnosis,  will  be  considered  in  Section  IV.,  Chapter  VII. 

If  all  the  signs  of  ovarian  tumor  derived  from  the  preceding 
sources  point  affirmatively,  the  existence  of  such  tumor  may  be 
regarded  as  demonstrated.  I.  B.  Brown  gives  a  resume  of  his 
ideas  on  this  subject  in  the  following  words :  "  When,  with  a 


FIG.  35. — Spectrum  of  Luteine  from  Corpus  Luteum  of  a  Cow. — (Thudicum.) 

slowly-increasing  abdominal  tumor,  there  are  such  general  signs 
as  emaciation,  sunken  or  contracted  features,  the  absence  of 
marked  oedema  of  the  legs,  of  the  special  symptoms  of  ascites,  or 
of  those  organic  lesions  productive  of  it,  of  any  notable  impair- 
ment of  the  patient's  activity,  of  any  great  deterioration  of  the 
functions  of  life,  and  of  the  characteristic  signs  of  pregnancy, 
we  may  suspect  ovarian  dropsy  to  exist.  When  percussion  re- 
veals fluctuation,  and  in  every  change  of  posture  the  fluid  is 
detected  at  the  most  prominent  part  of  the  tumor,  while  the 
intestinal  sound  is  present  only  on  the  sides,  and  the  dull  sound 
extends  into  the  pelvis,  ovarian  dropsy  may  be  more  than  sus- 
pected— it  may  be  presumed  to  exist. 

"  When,  in  an  earlier  stage,  an  examination  per  vaginam  et 
rectum  discovers  an  elastic  tumor  in  the  recto-vaginal  pouch, 
loose  in  position,  and  probably  distinctly  fluctuating,  without 
1  Report  of  the  Medical  Council,  London,  1869,  pp.  186,  194. 
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the  presence  of  the  symptoms  of  hernia,  or  of  the  pain  of  a 
prolapsed  ovary,  then  we  may  be  almost  certain  that  it  is  a 
dropsical  ovarian  cyst,  and,  by  watching,  the  progressive  increase 
of  the  tumor  strengthens  the  conviction  "  (p.  45). 

The  following  recapitulation  of  the  two  preceding  sections 
is  more  full,  and  distinguishes  the  three  stages  of  the  ovarian 
disease.  The  fourth  stage  needs  no  separate  notice  here,  as  it 
differs  from  the  third  mainly  in  a  mere  exaggeration  of  all  its 
signs : 

First  Stage. 
General  Signs. — None. 

Hational  Signs. — No  pain  usually ;  irritation  of  bladder,  and  dys- 
menorrhoea  not  uncommon;  constipation;  haemorrhoids;  weight 
in  pelvis;  sometimes  all  the  signs  of  early  pregnancy;  and  a  co- 
existing amenorrhoea. 

Physical  Signs. — Tumor  is  behind  and  to  one  side  of  uterus ;  mov- 
able ;  not  tender ;  kind  of  tumor  determined  by  the  form,  den- 
sity, etc. 

Sound  separates  tumor  from  uterus,  and  moves  latter  inde- 
pendently of  former ;  uterine,  cavity  normal  in  length ;  tumor 
sometimes  adherent  in  this  stage;  rectal  examination  confirms 
the  vaginal,  and  gives  further  facts  as  to  form  of  surface,  size, 
and  density. 

Fluid  obtained  by  exploring  instrument  characteristic. 

Second  Stage. 

General  Signs. — Not  marked  in  most  cases.     In  some,  the  neck  and  shoul- 
ders become  thin ;  and  the  peculiar  expression  (p.  110)  is  seen  in  this  stage. 
Rational  Signs. — Tumor  now    detected   by  patient ;  frequent  mic- 
turition ;  diminished  urinary  secretion ;  pain   in  iliac  region  or 
back ;  dragging  in  the  latter ;  menstruation  irregular  and  scan- 
ty toward  end  of  this  stage. 
Physical  Signs. — Tumor  rising  from  symphysis  pubis  to  umbilicus ; 
on  one  side  at  first,  and  movable  toward  the  other ;  feels  firm  if 
solid ;  elastic,  or '  fluctuating,  if  cystic ;  outlines  of  tumor  well 
defined  by  percussion;  it  falls  to  lower  side  of  abdomen  on  pla- 
i         cing  patient  on  the  side.     Per  vaginam,  fluctuation  distinct,  if  an 
oligocyst.     Relation  of  uterus  at  first  as  in  first  stage;  next  it  in- 
clines laterally,  and  then  gets  behind  the  tumor ;  stays  in  front 
if  there  be  adhesions  in  the  pelvis. 

Eectal  examination  confirms  the  vaginal ;  or,  perhaps,  reaches 
the  tumor  when  the  vaginal  does  not.  Fluid,  examined  chemi- 
cally and  microscopically,  contains  albumen,  and  the  epithelial 
cells  and  glomeruli. 
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Third  Stage. 

General  Signs. — "Well  marked.  Peculiar  expression  of  face,  and  thin- 
ness of  neck  and  upper  extremities.  Rarely,  oedema  of  lower  extremi- 
ties, unless  in  case  of  polycyst,  or  together  with  ascites.  Abdominal 
veins  enlarged  and  prominent.  General  emaciation.  Amenorrhcea. 
Increased  inactivity  of  the  kidneys. 

Rational  Signs. — Dyspnoea  on  slight  efforts ;  appetite  diminished ; 
digestion  failing ;  irritability  of  stomach  and  bowels ;  great  ema- 
ciation ;  vomiting  and  diarrhoea ;  irregular,  then  weak  and  rapid 
action  of  heart;  hectic  fever,  and  the  aphthous  tongue. 
Physical  Signs. — Great  enlargement  of  abdomen  —  circumference 
thirty  to  fifty  inches  or  more  ;  umbilicus  protruding  ;  outline  of 
tumor  lost,  if  a  monocyst,  and  fluctuation  general ;  slight  change 
from  changing  patient's  position,  unless  ascites  coexists. 

Per  vaginam,  as  in  second  stage ;  uterus  usually  behind  tu- 
mor; often  too  low,  if  a  polycyst,  seldom  so  if  a  monocyst;  is 
not  movable ;  rarely,  in  front  of  tumor. 

Per  rectum  may,  in  case  of  polycyst,  reach  additional  small 
cysts,  or  a  solid  portion. 

Chemical  and  microscopical  character  of  fluid  as  in  second 
stage. 

Exception. — If  the  cyst  communicates  with  intestine,  percussion  will 
give  a  tympanitic  instead  of  a  dull  sound. 

Dr.  W.  L.  Atlee  regards  pulsation  of  the  abdominal  aorta, 
felt  through  the  mass,  as  pathognomonic  of  ovarian  tumor.1 

1  American  Journal  of  Medical  Sciences,  July,  1844,  p.  64. 
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CHAPTEE  VI. 


DIFFERENTIAL   DIAGNOSIS   OF    OVARIAN   TUMORS. 


The  preceding  views  of  the  diagnosis  of  ovarian  tumors 
may  suffice  for  all  practical  purposes,  during  the  first  and  per- 
haps all  of  the  second  stage.  But  when  we  come,  in  the  third 
stage,  to  the  question  of  surgical  interference,  and  perhaps  of 
extirpation  of  the  tumor,  a  more  searching  investigation  must 
be  made. 

All  of  the  following  pathological  conditions  have  been  mis- 
taken for  an  ovarian  tumor,  and  many  of  them  very  often. 
Perhaps  even  this  list  might  be  increased  : 


Ascites. 

'  Normal. 

Extra-Uterine. 
Pregnancy,  -<   Molar  and  Hydatidiform. 

Spurious. 

With  Ovarian  Cyst. 
Encysted  Dropsy  of  Peritonaeum. 
Tumor  of  Broad  Ligament. 
Tumor  of  Mesentery. 
Uterine  Fibroid,  and  Fibrocyst. 
Distended  Bladder. 
Retained  Menses. 


Excessive  Obesity. 
Physometra. 
Hcernatometra. 
Hsematocele. 
Tympanites. 
Renal  Tumor. 
Floating  Kidney. 
Splenic  Cyst. 
Hepatic  Cyst. 
Fecal  Tumor. 
Pelvic  Abscess. 
Retroflexion. 


Before  laying  open  the  abdominal  cavity,  we  should  not  only 
be  assured,  if  possible,  that  we  have  an  ovarian  tumor  to  deal 
with,  but,  in  view  of  the  many  mistakes  that  have  been  made, 
we  should  also  be  positive  that  it  cannot  be  any  thing  else.  To 
do  this,  we  must  pass  in  review  all  the  other  conditions  which 
may  be  mistaken  for  ovarian  tumors,  and  show,  as  far  as  pos- 
sible, how  to  distinguish  the  latter  from  the  former.     Dr.  John 
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Clay,  in  his  statistical  tables,  mentions  no  less  than  twenty-one 
mistakes  of  this  kind ;  and  most  fortunate  as  well  as  discrimi- 
nating is  the  ovariotomist  who  can  say  with  Dr.  Keith,  of  Edin- 
burgh, after  he  has  performed  one  hundred  and  thirty-six  ova- 
riotomies,1 that  he  has  not  committed  an  error  in  diagnosis. 

Entering  next  upon  the  differential  diagnosis  of  ovarian 
tumors,  it  will  be  understood  that  the  latter  are  regarded  as  in 
the  third  stage  or  the  last  part  of  the  second,  unless  otherwise 
described  in  any  particular  instance. 

Supposing,  then,  the  case  to  be  before  us  for  examination,  I 
propose  the  following  method  of  investigation  as  being  the  most 
logical  I  have  adopted  in  practice,  and  the  most  discriminating 
also,  since  it  proposes  definite  questions  in  a  certain  order,  and 
of  which  some  are,  otherwise,  liable  to  be  overlooked. 

And  the  first  inquiry,  in  a  case  of  supposed  ovarian  tumor, 
is  whether  there  is  actually  any  enlargement  within  the  ab- 
dominal cavity. 

Question  I. — Is  there  actually  any  enlargement  within  the 
abdominal  cavity  ? 

In  several  instances  the  abdomen  has  been  laid  open  for  the 
removal  of  an  ovarian  tumor,  when  no  tumor  of  any  kind 
existed ;  and  still  less  seldom  a  patient  has  been  tapped  for 
ascites  or  ovarian  dropsy,  when  there  was  no  fluid  to  be  re- 
moved. The  above  question  is,  therefore,  by  no  means  an  idle 
one. 

The  conditions  which  have  led  to  the  idea  of  enlargement 
within  the  abdominal  cavity,  when  there  actually  was  none,  are 
great  obesity  of  the  abdominal  walls  ;  the  phantom-tumor ;  and 
what  is  called  false  or  spurious  pregnancy;  great  oedema  of  the 
subcutaneous  tissue  of  the  abdomen ;  and  tympanites : 

1.  The  first  operation  attempted  in  Great  Britain,  for  the 
removal  of  an  ovarian  tumor,  was  performed  by  Mr.  Lizars,  of 
Edinburgh,  in  October,  1823,  on  a  patient  who  was  found,  after 
laying  open  the  abdomen  from  the  symphysis  pubis  to  the  ensi- 
form  cartilage,  to  have  no  tumor  at  all,  but  merely  an  accumu- 
lation of  fat  under  the  skin  of  the  abdomen.2    It  should  be 

1  Correspondence,  January  22,  1872. 

2  Edinburgh  Medical  and  Surgical  Journal,  vol.  xxii.,  p.  252,  1824. 


124  OVARIAN  TUMORS  AND   OVARIOTOMY. 

added  that  "  all  the  other  eminent  surgeons  who  had  seen  the 
case  (Mr.  Lizars's),  supposed  it  to  be  an  ovarian  tumor."  A 
similar  mistake  was  also  made  in  Berlin,  where  gastrotomy 
was  performed  upon  a  patient  by  Prof.  Dieftenbach,  in  August, 
1828,  at  the  request  of  Dr.  Ernest  Ludwig  Heim,  "  who,  with 
many  other  physicians,  had  diagnosed  the  existence  of  extra- 
uterine gestation.  ...  To  the  amazemeut  of  all  present,  not 
only  was  no  child  found,  but  not  even  a  tumor  of  any  kind."  1 

It  should  be  remembered  that  an  accumulation  of  adipose 
tissue  beneath  the  skin  of  the  abdomen,  especially  below  the 
umbilicus,  is  not  a  very  uncommon  occurrence  in  women  at  the 
age  of  thirty-three  to  thirty-eight  years  ;  and  that  it  is  far  more 
common  in  those  who  have  not  borne  children.  Increasing 
rapidly,  it  has  been  often  mistaken  for  pregnancy,  as  well  as 
for  ovarian  tumor :  and  the  deception  is  increased  by  the  semi- 
lobular  form  of  the  mass. 

As  all  the  signs  of  ovarian  tumor  are,  however,  wanting  in 
such  cases,  and  the  mass  of  fat  can  be  lifted  up  from  the  ab- 
dominal muscles,  such  a  blunder  at  the  present  day  is  scarcely 
excusable.  Dr.  Gr.  Pepper  has  reported  three  such  cases  of 
obesity.2  Accumulations  of  fat  in  the  omentum  are  more  rare, 
and  more  difficult  to  detect ;  but  these  also  want  the  history  and 
the  signs  of  ovarian  disease. 

2.  Of  the  phantom-tumor,  I  need  only  say  that  in  very 
nervous,  and  especially  hysterical  women,  a  peculiar  contraction 
of  the  recti  muscles  sometimes  occurs,  which  simulates  an  ab- 
dominal tumor.  This  action  may  be  either  voluntary  or  in- 
voluntary ;  but  if  the  patient  become  engaged  in  conversation 
on  some  subject  of  interest  to  her,  the  contraction  ceases.  If, 
however,  doubt  remain  whether  an  enlargement  exist  within 
the  abdominal  cavity,  the  method  of  Roederer  may  be  resorted 
to ;  i.  e.,  press  the  hand  deeply  upon  the  abdomen,  and  to  all 
parts  of  it  in  succession,  while  the  patient  is  making  a  deep 
and  prolonged  expiration.  A  tumor  so  small  as  to  be  overlooked 
by  all  other  methods  may  often  be  thus  detected.  Finally,  the 
administration  of  an  anaesthetic  may  settle  all  possible  doubt. 

1  Tanner,  "  On  the  Signs  and  Diseases  of  Pregnancy."     Philadelphia,  1868,  pp. 
150  and  304. 

9  American  Journal  of  Obstetrics,  February,  18*70,  p.  6*79. 
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3.  In  cases  of  spurious  pregnancy  so  called,  there  is  no 
actual  enlargement  within  the  abdominal  cavity,  except  so  far 
as  it  may  be  due  to  tympanites.  Such  cases  have  been  mistaken 
for  both  pregnancy  and  ovarian  tumor.  But  the  history  of 
ovarian  disease  is  entirely  wanting,  as  are  also  all  the  more 
distinctive  signs  of  pregnancy. 

In  actual  pregnancy  the  intestines  sometimes  rise  higher 
than  usual,  during  the  first  two  or  three  months,  constituting 
an  apparent  enlargement  within  the  abdomen. 

4.  Great  oedema  of  the  abdomen  has  been  mistaken  for 
internal  enlargements ;  but  the  pitting  on  pressure  should  detect 
its  real  nature  at  once. 

5.  But,  most  incredible  of  all,  even  tympanites  has  been 
mistaken  for  an  ovarian  tumor,  and  the  abdominal  cavity  opened 
for  its  removal.  Boinet  relates  such  a  case  (pp.  200,  201),  and 
Dr.  Simpson  quotes  six  cases  in  which,  on  opening  the  ab- 
dominal cavity,  only  tympanites  was  found.1  This  is  a  blun- 
der which,  as  Fehr  remarks,  should  never  be  made.  The  clear- 
ness on  percussion  of  every  part  of  the  abdomen,  the  tenseness 
and  equable  distention  of  its  walls,  the  absence  of  fluctuation, 
and  the  absence  of  any  evidence  of  tumor  obtained  by  palpa- 
tion, should  at  once  distinguish  this  condition  from  ovarian  tu- 
mor. Besides,  tympanites  is  usually  accompanied,  if  chronic, 
by  great  derangements  of  digestion  ;  especially  by  gaseous  eruc- 
tation's, vomiting,  and  obstinate  constipation.  If  it  be  suddenly 
induced,  as  in  some  hysterical  women,  this  fact  is  only  the  more 
inconsistent  with  the  idea  of  ovarian  tumor. 

The  opposite  mistake  to  the  preceding — deciding  that  there 
is  no  internal  enlargement  when  it  really  exists — is  less  hazard- 
ous to  the  patient,  inasmuch  as  no  practical  action  is  based  upon 
the  decision. 

If  our  examination  thus  far  leaves  no  doubt  that  there  is  an 
enlargement  within  the  abdominal  cavity,  the  next  inquiry  is : 

Question  II. — Is  there  fluctuation,  indicating  an  accumu- 
lation of  fluid  within  the  aodomen  /  or  a  solid  tumor  f 

1.  If  there  be  fluctuation,  there  is  fluid  either  in  the  perito- 
neal cavity,  or  in  the  gravid  uterus,  a  cyst  or  an  abscess. 

1  Fehr,  p.  51. 


12G  OVARIAN  TUMORS  AND  OVARIOTOMY. 

2.  If  there  be  no  apparent  fluctuation,  although  there  is  an 
enlargement  within  the  abdominal  cavity,  a  solid  tumor 
of  some  kind  may  be  supposed  to  be  the  cause. 
Still,  the  mere  non-detection  of  fluctuation  by  percussion  is 
not  to  be  accepted  as  proof  of  the  non-existence  of  fluid,  with- 
out further  investigation.      For  fluctuation  may  be  rendered 
very  indistinct,  or  may  be  entirely  prevented,  though  a  fluid  be 
present,  by  the  following  causes : 

1.  Great   thickness  of    the  abdominal   walls,  from  fat  or 

oedema,  whether  the  fluid  be  in  the  peritoneal  cavity  or 
in  a  cyst. 

2.  Great  thickness  of  the  walls  of  a  cyst,   they  being,  in 

dermoid  tumors  and  poly  cysts,  sometimes  one  inch  to 
one  and  a  half  inch  thick. 

3.  Great  tenseness  of  the  cyst,  even  though  it  be  a  large  one. 

4.  Great  density  of  the  fluid,  as  in  colloid  cysts. 

5.  Small  amount  of  fluid  in  each  cyst,  as  in  many  polycysts. 

If,  however,  none  of  these  causes  of  non-fluctuation  be  be- 
lieved to  exist,  and  the  tumor  apparently  rises  from  the  pelvis, 
it  may  still  be  regarded  as  a  solid  one ;  and  is  probably  an 
ovarian  fibroma,  or  some  one  of  the  following : 


Uterine  Fibroma. 
Mesenteric  Fibroma. 
Hematocele. 
Fecal  Tumor. 


Retroflexion  of  tbe  Uterus. 
Hypertrophy  of  the  Uterus. 
Carcinoma  of  Body  of  Uterus. 
Floating  Kidney. 


1.  Inasmuch  as  the  uterine  fibroid  is  mistaken  for  an  ovarian 
cyst  even  more  frequently  than  it  is  for  an  ovarian  fibroma,  it 
will  be  specially  considered  under  question  sixth. 

The  only  points  I  need  mention  here  are,  that  the  uterine 
fibroid  is  vastly  more  common  than  the  ovarian ;  is  tender  un- 
der pressure,  and,  except  when  sub-peritoneal  and  pediculated,  is 
not  movable  from  one  side  to  the  other  of  the  abdomen.  It 
becomes  sensitive  usually  during  menstruation.  It  is  not  mov- 
able independently  of  the  uterus,  unless  when  of  the  variety 
just  mentioned.  It  may  attain  to  an  indefinite  size  also ;  ex- 
cept that  this  variety  often  becomes  a  fibro-cyst  as  early  at  least 
as  it  attains  to  the  level  of  the  umbilicus,  or  soon  after.  In  the 
case  of  the  ovarian  fibroma,  all  the  preceding  characteristics  are 
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reversed.  The  sound  also  shows  the  uterine  cavity  to  be  elon- 
gated and  more  or  less  misdirected,  exeept  in  case  of  the  pedicu- 
lated  uterine  fibroid. 

It  is  therefore  very  difficult  in  many  instances  to  definitely 
decide  the  question  between  a  pediculated  sub-peritoneal  uterine 
fibroid  and  an  ovarian  fibroid.  But  the  latter  is  very  rare,  and 
very  seldom  attains  to  a  size  larger  than  the  middle  of  the  sec- 
ond stage ;  and  therefore  but  very  seldom  needs  operative 
interference.  In  all  doubtful  cases,  therefore,  we  may  wait  for 
time  to  clear  up  the  doubt,  meantime  assuming  that  the  case 
is  one  of  uterine  fibroma.  If  the  symptoms  indicating  the 
twisting  of  the  pedicle  supervene,  as  in  Dr.  Van  Buren's  and 
Dr.  Crane's  cases  (p.  80),  we  may  then  accept  the  case  as  one 
of  ovarian  fibroma.  The  differential  diagnosis  of  the  other 
forms  is  not  difficult : 

Differential  Diagnosis  of  Uterine  Fibroma  and  Ovarian  Fibroma. 


UTERINE   FIBEOID. 

Very  common. 
Tender  on  pressure. 
Not  movable  to  opposite  side. 
Surface  lobulated. 

Sensibility  increased   during  men- 
struation. 
Unlimited  size. 

Uterine  cavity  elongated,  unless 
the  fibroid  is  elongated  and  sub- 
peritoneal. 


OVARIAN   FIBROID. 

Very  uncommon. 
Not  tender,  as  a  rule. 
Movable  to  opposite  side. 
Surface  smooth. 
Not  thus  increased. 

Seldom  rises  to  middle  of  second 

stage. 
Not  elongated. 


2.  The  mesenteric  fibroma,  or  fibroplastic  tumor  of  the  me- 
sentery, is  very  rare.  I  am  not  aware  that  such  a  tumor  has 
been  mistaken  for  an  ovarian  tumor  in  more  than  a  single  in- 
stance— the  case  of  Dr.  P.  J.  Buclmer,  of  Ohio.  As  the  opera- 
tion for  its  removal  is  unique,  and  one  of  the  most  formidable 
in  the  history  of  American  surgery,  I  give  its  principal  points  : * 

The  peritoneal  cavity  having  been  opened  by  an  incision  nine  inches 
long,  it  was  discovered  that  the  tumor,  about  the  size  of  a  man's  head,  was 
in  the  mesentery  between  the  laminte  of  the  peritonaeum,  and  surrounded 
by  the  small  intestines.  It  was,  however,  decided,  after  due  consultation, 
that  the  operation  should  proceed. 

1  American  Journal  of  Medical  Sciences,  October,  1852,  pp.  358-360. 
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An  incision  was  made  through  the  peritonaeum,  about  an  inch  from 
the  intestine  on  each  side,  and  parallel  with  it,  which  divided  numerous 
small  vessels,  which  bled  freely.  These  incisions  were  each  over  twelve 
inches  in  length.  With  the  aid  of  the  thin  edge  of  the  ivory  handle  of 
my  scalpel,  I  separated,  rather  rudely,  the  peritonaeum  and  intestine  be- 
tween these  incisions,  from  the  fibrous  sac  of  the  tumor,  to  the  extent  of  at 
least  twelve  inches.  By  this  procedure  the  bleeding  from  the  numerous 
small  vessels  was  prevented.  The  intestine  being  now  freed  from  the  tu- 
mor, I  next,  in  a  similar  manner,  separated  the  lamina  of  the  peritonaeum 
on  either  side  of  the  tumor,  from  the  parallel  incisions  backward  toward 
the  root  of  the  mesentery ;  when,  on  its  posterior  surface,  I  found  a  con- 
siderable branch  of  the  superior  mesenteric  artery  entering  the  tumor, 
which  supplied  its  nutrition.  This  was  secured  by  ligature,  divided,  and 
the  tumor  removed.  Several  small  arteries  required  to  be  ligated ;  the 
parts  were  sponged  as  clean  as  practicable,  the  detached  intestine  was 
folded  as  the  links  of  a  chain,  so  as  to  bring  the  raw  surfaces  of  the  intes- 
tine and  peritoneal  margins  in  contact,  and  the  omentum  majus  brought 
down  over  it  to  hold  it  in  situ.  The  abdomen  was  closed  by  five  interrupt- 
ed sutures,  supported  by  adhesive  strips,  covered  by  compress  and  band- 
age, and  the  lady  placed  in  bed. 

The  operation  was  finished  in  thirty  minutes,  and  was  followed  by 
very  great  prostration,  which  continued  through  the  day.  The  patient  re- 
turned to  her  household  duties  in  seven  weeks,  when  the  wound  had 
healed. 

3.  Hematocele. — An  accumulation  of  blood  in  tlie  pelvic 
cavity,  sometimes  rising  even  to  the  umbilicus,  lias  been  mis- 
taken for  an  ovarian  tumor.  It  was  thus  mistaken  three  times 
by  Boinet.  It  does  not  at  first  give  a  globular  or  easily  de- 
finable or  separable  mass ;  but,  on  becoming  encysted,  the  de- 
ception becomes  more  easy.  It  appears  suddenly,  however,  in 
connection  with  menstruation,  and  together  with  symptoms  of 
sudden  loss  of  blood.  There  is  pain  in  the  pelvis,  and  a  feeling 
of  weight  in  the  perinseum.  The  mass  is  at  first  dense,  but 
obscurely  fluctuating;  afterward  it  seems  solid,  coagulation 
having  occurred.  Boinet  punctured  each  of  his  three  cases, 
washed  out  the  cyst,  and  injected  the  tincture  of  iodine,  with 
curative  results  (p.  202). 

4.  Fecal  tumor  is  preceded  by  enteritis,  or  at  least  by  ob- 
stinate constipation.  There  is  loss  of  appetite,  aud  sometimes 
nausea  and  vomiting.  The  abdomen  is  uniformly  distended, 
tympanites  on  the  side  opposite  to  the  tumor,  and  dulness  over 
it.     The  small  intestines  are  filled  with  gas,  and  there  is  great 
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tension  of  the  abdominal  parietes.  A  painful  sensation  is  trans- 
mitted through  the  whole  of  the  large  intestine  by  pressure  over 
the  caecum,  which  is  the  usual  seat  of  the  accumulation.  The 
vaginal  touch  shows  the  mass  to  be  of  irregular  shape,  of  a 
doughy  feel,  dull  at  one  part  and  tympanitic  at  another ;  and, 
above  all,  a  depression  can  be  made  into  it  by  steady  pressure. 
Large  enemata  and  purgatives  diminish  or  remove  the  tumor. 
Sometimes,  however,  the  latter  produce  fluid  discharges  only, 
which  pass  by  the  accumulation  without  removing  it.  Boinet 
reports  an  interesting  case  (p.  216). 

5.  Retroflexion  of  the  non-pregnant  uterus  can  be  mistaken 
for  an  ovarian  tumor  only  during  the  first  stage  of  the  latter, 
so  that  no  injurious  results  will  ensue  from  such  a  mistake, 
except  neglect  of  the  proper  treatment  for  retroflexion. 

The  uterine  sound  at  once  removes  all  doubt. 
•6.  Carcinoma  of  the  fundus  uteri  is  extremely  rare,  though  it 
has  sometimes  attained  to  the  size  of  an  adult  head.  The  ac- 
companying constitutional  symptoms,  the  loss  of  flesh,  and 
the  fetid  discharges,  should  distinguish  this  condition  from  the 
somewhat  more  common  ovarian  fibroma. 

7.  Hypertrophy  of  the  uterus  seldom  causes  the  organ  to 
rise  out  of  the  pelvis.  It  may  be  mistaken  for  a  solid  ovarian 
tumor,  but  only  during  the  first  stage  of  the  latter.  A  mistake 
has  also  been  made  in  the  opposite  direction. 

8.  Floating  Kidney. —  Boinet  mentions  four  instances  in 
which  ovarian  cysts  have  been  mistaken  for  floating  kidney.1 
The  following  facts  are  of  importance : 

1.  It  is  a  very  rare  condition ;  much  more  so  than  is  as- 

sumed in  living  subjects,  as  we  may  infer  from  the  fact 
that  it  is  so  seldom  found  after  death. 

2.  The  assertion  by  writers,  that  it  occurs  far  more  frequent- 

ly in  woman  than  in  man,  probably  rests  on  the  fact 
that  a  small  ovarian  tumor  is  frequently  mistaken  for 
it,  and  is  not  confirmed  by  jpost-mortem  examination. 

3.  It  is  doubtless  congenital. 

It  is  tender  on  pressure,  and  sometime  nausea  is  thus  pro- 
duced. It  is  very  movable,  and  has  the  peculiar  shape  of  the 
kidney,  easily  made  out,  unless,  as  sometimes  occurs,  the  hilum 

1  Page  205. 
9 
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looks  backward.  It  can  easily  be  lifted  up  out  of  tlie  pelvis,  is 
permanently  of  tlie  size  of  the  kidney,  and  produces  no  symp- 
toms. It  may,  however,  undergo  cystic  degeneration,  though 
this  is  very  rarely  seen,  when  the  diagnosis  becomes  more  diffi- 
ficult.  If  there  is  doubt,  no  detriment  can  accrue  from  wait- 
ing. We  may  certainly  assume,  in  any  case,  that  this  condition 
is  highly  improbable.  Having  thus  disposed  of  the  case,  if  there 
be  actual  enlargement  in  the  abdominal  cavity  rising  from  with- 
in the  pelvis,  but  without  fluctuation,  we  next  turn  to  such  en- 
largements with  fluctuation. 

And  the  next  question,  and  perhaps  the  most  important  of 
all,  is  : 

Question  III. — Is  the  fluctuation  due  to  ascites? 

As  ascites  is  more  frequently  mistaken  for  a  large  ovarian 
monocyst  than  any  other  one  of  the  conditions  included  in  the 
list  on  page  122,  I  next  speak  of  its  characteristics  as  distin- 
guished from  those  of  the  latter  : 

1.  The  history  of  ascites  shows  to  have  existed  a  chronic 
peritonitis,  or  some  antecedent  or  concurrent  disease  of  the 
liver,  lungs,  heart,  or  kidney;  or,  perhaps,  scarlatina.  At  any 
rate,  it  is  preceded  by  ill  health.  The  enlargement  of  the  ab- 
domen is  comparatively  sudden,  and  not  confined  solely  to  the 
lower  part.  If  from  organic  disease  of  the  heart,  or  kidneys, 
there  soon  is  anasarca.  Anaemia  occurs  early  in  ascites,  as  also 
dyspnoea  on  lying  down;  and  diuretics  and  hydragogues  pro- 
duce temporary  relief. 

In  case  of  ovarian  monocyst,  all  the  preceding  is  reversed, 
and  for  a  long  time  there  is  no  disturbance  of  the  general 
health. 

2.  The  expression  of  the  countenance  is  not  changed  in  as- 
cites as  in  ovarian  cystoma.  It  is  not  so  anxious,  and  is  not 
emaciated,  but,  on  the  contrary,  is  rather  full,  sometimes  puffy, 
and  of  a  leaden  hue.  And  there  is  no  emaciation  of  the  neck 
and  upper  extremities. 

3.  If  the  patient  lie  upon  the  back,  the  anterior  surface  of 
the  abdomen  is  flattened  in  ascites,  and  is  symmetrical.  Turn- 
ing upon  the  side,  the  flattening  is  now  also  on  the  sides.  On 
rising  suddenly  to  a  sitting  posture,  the  fluid  is  seen  to  bulge 
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forward  between  and  at  the  sides  of  the  recti  muscles,  while 
the  prominence  at  the  epigastrium  diminishes,  and  the  abdomen 
protrudes  at  the  lower  portion.  The  changes  of  form  from 
change  of  position  are  less  marked  if  the  peritoneal  cavity  is 
very  much  distended. 

4.  The  shin  of  the  abdomen  retains  its  natural  aspect  in 
case  of  ovarian  cyst — except  that  it  may  be  thinned  by  disten- 
tion ;  it  is  smooth,  tense,  and  shining,  from  the  same  degree 
of  intumescence  in  ascites. 

5.  The  superficial  views  of  the  abdomen  are  still  more  en- 
larged in  ascites  than  in  case  of  ovarian  monocyst ;  and  the 
floating  ribs  are  not  pressed  out,  so  as  to  give  the  thorax  the 
peculiar  conical  shape  seen  in  large  ovarian  cystomata.  The 
navel  becomes  very  prominent  and  thin.  (Edema  of  the 
lower  extremities,  and  at  last  of  the  abdomen  also,  always 
occurs. 

6.  Fluctuation  is,  in  ascites,  the  same  on  all  parts,  except 
the  highest,  of  the  surface  of  the  abdomen  ;  and,  if  the  position 
is  changed,  it  still  avoids  the  highest  parts  of  the  cavity,  since 
the  fluid  gravitates  to  the  lowest  parts.  In  all  positions  it  also 
has  a  hydrostatic  line  of  level.  It  is  more  clear,  and  distinct, 
and  resistant,  than  in  ovarian  monocysts,  and  more  dull  in  the 
latter.  In  ascites,  it  is  more  distinct  in  the  erect  position ;  in 
case  of  ovarian  cyst,  in  the  recumbent. 

Exception. — If  there  be  very  great  distention  in  ascites,  the  mesentery 
may  not  be  long  enough  to  allow  the  small  intestines  to  rise  to  the  top  of 
the  cavity  while  the  patient  lies  upon  the  back,  and  fluctuation  may  exist 
there  also;  or  the  intestines  maybe  glued  down  by  a  peritonitis.  But 
deep  percussion  (percussion  with  deep  pressure)  may  elicit  the  tympanitic 
sound.  Cancer  of  the  omentum  may  prevent  the  detection  of  either  fluc- 
tuation or  tympanitic  sound  on  the  surface  which  it  underlies. 

7.  In  ascites,  percussion  gives  a  clear  (tympanitic)  sound  at 
the  highest  portions  of  the  abdominal  cavity,  whatever  the  pa- 
tient's position.  In  large  ovarian  monocysts,  it  gives  a  dull 
sound  everywhere  except  over  the  flanks,  whether  the  patient 
lie  on  the  back  or  on  the  side ;  i.  e.,  ascites,  if  the  patient  lie 
on  the  back,  is  dull  in  the  flanks,  and  clear  in  front ;  an  ovarian 
monocyst  is  dull  in  front  to  the  top  of  the  cyst,  and  clear  in  the 
flanks. 
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Exception-. — One  or  both  flanks  may  be  clear  in  ascites,  from  gaseous 
distention  of  the  colon;  but  the  hydrostatic  level  of  the  fluid,  in  different 
positions,  will,  of  course,  be  maintained.  Or  tbe  intestine  may  be  filled 
witb  solid  contents,  and,  therefore,  dull,  in  case  of  an  ovarian  tumor. 

The  value  of  percussion,  in  a  diagnostic  point  of  view,  as 
applied  over  the  lumbar  regions  in  a  case  of  supposed  ovarian 
cyst,  was  pointed  out  by  the  editor  of  the  London  Medical 
Times  and  Gazette,  several  years  ago  ; 1  though  I  have  modified 
his  view  and  given  a  different  explanation  of  the  cause  of  the 
clear  sound.  He  had  never  known  this  sign  to  fail :  "  If,  in  a 
case  of  ascites,"  he  remarks,  "  the  distention  is  so  great  that  the 
hydrostatic  line  of  level  in  front  is  not  changed  by  posture — 
and  only  in  case  of  ovarian  cysts  so  large  as  to  simulate  this 
extreme  condition,  ought  any  difficulty  [in  the  diagnosis]  to 
occur — the  patient  be  made  to  sit  up  in  bed,  and  the  loins  be 
percussed,  it  will  be  found  that  the  note  is  the  same  (usually 
dull)  on  both  sides.  If  an  ovarian  case,  no  matter  how  great 
the  distention,  be  treated  in  the  same  way,  one  loin  will  be 
found  to  be  clear,  and  the  other  quite  dull.  For,  in  ascites,  the 
air-containing  coils  of  the  intestines  float  as  far  forward  as  their 
mesenteric  attachments  will  permit,  while,  in  the  case  of  an 
ovarian  cyst,  they  are  pushed  over  to  the  healthy  side.  Only 
entire  exclusion  of  air  from  the  whole  tract  of  intestines  could 
diminish  the  trustworthiness  of  this  sign.  It  also  indicates  with 
unfailing  accuracy  on  which  side  the  ovarian  cyst,  if  it  exist, 
has  arisen."  The  exception  given  above  should  modify  the 
strength  of  these  remarks. 

Dr.  W.  L.  Atlee  first  suggested  that  the  pulsations  of  the 
aorta  are  not  felt  by  placing  the  hand  over  the  anterior  of  the 
abdomen  in  ascites,  while  they  are  transmitted  to  this  surface 
through  an  ovarian  tumor. 

8.  By  the  vaginal  touch,  fluctuation  is  detected  in  ascites 
at  once ;  in  large  ovarian  cysts  it  is  less  distinct,  and  sometimes 
cannot  be  reached  at  all.  The  rectal  touch  easily  detects  the 
fluctuation  of  ascites,  and  is  more  liable  to  feel  that  of  ovarian 
dropsy.  The  uterus  is  often  prolapsed  somewhat  in  ascites; 
and  very  seldom  in  case  of  ovarian  tumor  without  complication. 

9.  The  uterine  sound  shows  the  uterus  to  be  in  its  normal 

1  June,  1858,  p.  574. 
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position  in  ascites ;  unless  slightly  prolapsed  or  otherwise  dis- 
placed by  other  agencies.  It  also  retains  its  normal  mobility 
and  length  of  cavity. 

10.  The  fluid  of  ascites  contains  albumen,  and  undergoes  a 
kind  of  coagulation  in  twelve  to  twenty-four  hours,  if  left  at 
rest,  and  is  of  a  light  straw-color.  It  also  contains  amoeboid 
corpuscles.  The  fluid  of  ovarian  cysts  differs  in  these  respects, 
as  explained  on  pages  116,  117. 

It  might  be  expected  that  a  removal  of  all  the  fluid  from  the 
peritoneal  cavity  would  at  once  decide  between  ascites  and  an 
ovarian  cyst.  But  Dr.  McDowell  and  Dr.  A.  G.  Smith  had  a 
patient  who  had  tapped  herself  with  trocar  and  canula  ninety 
times,  in  whom,  on  opening  the  abdominal  cavity  to  remove 
an  ovarian  cyst,  they  found  only  a  mass  of  intestines  matted 
together  by  adhesions.1 

Ascites  is  temporarily  relieved  by  hydragogues  and  diuret- 
ics ;  ovarian  cysts  are  not.  The  preceding  characteristics  will 
generally  settle  the  diagnosis,  if  the  question  be  between  ascites 
and  a  large  ovarian  monocyst.  But  we  may  find  cases  of  ova- 
rian tumor  together  with  ascites,  in  which  it  is  often  difficult  to 
detect  the  former  even  up  to  the  middle  of  the  second  stage. 
In  the  third  stage  there  is  generally  no  difficulty.  The  method 
for  detecting  the  tumor  by  percussion  and  the  use  of  the  sound 
has  already  been  pointed  out.  A  recognized  ascites  with  dul- 
ness  in  front  suggests  the  coexistence  of  ovarian  tumor  or  of 
pregnancy  (or  cancer  of  the  omentum,  p.  131).  If  the  history  of 
pregnancy  is  contradicted  by  the  case,  we  infer  the  presence 
of  ovarian  tumor,  and  the  preceding  methods  may  demonstrate 
it.  It  is,  however,  sometimes  proper  to  remove  the  ascitic  fluid 
by  tapping,  before  deciding  the  proper  course  to  be  taken  with 
the  ovarian  disease. 

On  the  other  hand,  the  existence  of  an  ovarian  tumor  being 
recognized,  a  coexistent  ascites  of  small  amount  is  very  likely 
to  be  overlooked.  Percussion,  however,  will  usually  discover 
the  wave  of  fluid  between  the  ovarian  tumor  and  the  abdominal 
walls,  especially  at  the  thinned  umbilicus.  And  if  with  ovarian 
tumor  we  find  a  prolapse  of  the  vagina  from  fluid  in  the 
Douglas  cul-de-sac,  I  think  we  may  be  sure  the  fluid  is  in  the 
1  Appendix  to  Cooper's  "  Dictionary,"  p.  10. 
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peritoneal  cavity,  and  not  in  any  cyst  of  the  ovarian  tnmor.  I 
have  several  times  in  such  cases  tapped  per  vaginam,  when  the 
ovarian  tumor,  of  course,  at  once  became  declared,  if  it  had  not 
been  before.  Dr.  W.  L.  Atlee  thinks  the  fluid  in  the  perito- 
neal cavity  in  some  of  these  cases  is  derived  from  the  ovarian 
cyst,  and  considers  his  one  hundred  and  twelfth  case 1  as  an 
illustration.  I  have  already  considered  this  subject  on  p.  97, 
and  shown  that,  when  thus  produced,  ascites  does  not  seriously 
compromise  the  prognosis  of  the  case. 

The  differential  diagnosis  of  ascites  and  large  ovarian  cyst 
may  now  be  stated  as  follows : 


Differential  Diagnosis  of  Ascites  and  Large  Ovarian  Cyst. 


ASCITES. 

Previous  ill-health. 
Enlargement  comparatively  sudden. 
Face  full,  puffy,  leaden. 
Patient   on  back  —  enlargement    is 
symmetrical,  fiat  in  front. 

Patient  on  the  side — flatness  on  sides. 

Suddenly  rising,  from  the  back;  fluid 
bulges  between  and  to  the  sides 
of  the  recti  muscles. 

Patient  sitting  up — abdomen  bulges 
below. 

Skin  of  abdomen,  smooth,  tense, 
shining. 

On  superficial  view,  abdomen  very 
much  enlarged.  (Edema  of  ex- 
tremities in  all  cases,  and  at  last 
of  abdomen  also. 

Floating  ribs  not  bulging. 

Navel  prominent  and  thinned. 

Fluctuation  very  decided  and  clear ; 
diffused  through  abdomen,  but 
avoids  highest  parts  in  all  posi- 
tions, and  always  has  a  hydro- 
static level. 

More  distinct  in  erect  position. 


OVAEIAN    OYST. 

Good  health  previously. 

Enlargement  gradual. 

Face  emaciated,  peculiar. 

Enlargement  is  not  usually  symmet- 
■  rical,  never  till  third  stage  ;  promi- 
nent in  front. 

No  change  of  flatness. 

Sometimes  cyst  protrudes  thus  slight- 
ly, if  not  adherent. 

Little,  if  any,  change  of  abdomen. 

Abdominal  integuments  natural,  or 
merely  thinned. 

Superficial  view,  less  enlarged.  (Ede- 
ma only  in  exceptional  cases. 


Chest  conical  from  bulging  of  false 
ribs. 

Navel  not  thinned. 

Less  clear  and  decided,  limited  by 
the  cyst.  May  remain  at  the  high- 
est parts ;  has  no  hydrostatic  level. 


More  distinct  in  recumbent  position. 
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Percussion  gives  a  clear  tympanitic 
sound  at  highest  portions  of  ab- 
dominal cavity,  in  all  positions. 
Is  dull  elsewhere,  and  changes 
with  the  position. 

Aortic  pulsation  not  felt  through 
abdominal  walls. 

Vaginal  and  rectal  touch  detect 
fluctuation  at  once. 

Uterus  normal  in  size,  mobility,  and 
position ;  sometimes  prolapsed. 

Fluid,  a  light  straw-color ;  coagulates 
spontaneously  ;  contains  albumen 
and  amoeboid  corpuscles. 


Anasmia  supervenes  early. 

Hydragogues  and  diuretics  produce 
temporary  relief. 

Exceptions. — If  there  be  a  very  large 
accumulation,  may  be  dulness  at 
highest  point  of  abdominal  cavity 
— patient  being  on  the  back.  Or 
the  intestine  may  be  glued  down. 
But  deep  percussion  may  elicit 
tympanitic  sounds. 

And  one  or  both  flanks  may  be  clear, 
from  gas  in  the  colon. 


Clear  sound  only  at  parts  not  corre- 
sponding to  the  cyst,  and  in  both 
flanks;  dulness  over  it  in  all  posi- 
tions. 

Pulsations  are  transmitted  through 
the  cystfto  the  abdominal  walls. 

Fluctuations  less  clear,  and  may  not 
be  reached  at  all,  or  not  exist  in 
case  of  poly  cyst. 

Uterus  displaced  behind  the  cyst, 
generally. 

Fluid  a  darker  shade ;  of  various  hues 
in  polycysts ;  abounds  in  albumen 
or  colloid  matter.  No  amoeboid 
corpuscles.  Never  coagulates  spon- 
taneously. 

Comes  on  late. 

These  remedies,  as  a  rule,  produce  no 
effect. 

Exceptions.  —  May  be  tympanitic 
sound  in  cyst,  if  it  communicate 
with  intestine. 


One  or  both  flanks  may  be  dulh,  from 
fasces  in  the  colon. 


If  our  investigation  of  the  supposed  case  of  ovarian  tu- 
mor show  it  to  be  not  a  case  of  ascites,  we  next  inquire  : 


Question  IV. — Does  the  cause  of  the  enlargement  arise  in 
the  pelvis  f 

For,  if  it  does  not  rise  from  the  pelvis,  it  is  not  an  ovarian 
tumor,  and  therefore  the  case  does  not  come  within  the  scope 
of  the  present  inquiry. 

If  the  hand  cannot  be  inserted,  by  deep  and  firm  pressure, 
between  the  tumor  and  the  symphysis  pubis,  it  is  to  be  inferred 
that  the  tumor  rises  from  within  the  pelvis ;  and,  if  the  vaginal 
and  the  rectal  touch  confirm  this  inference,  it  is  so  decided. 
Sometimes  the  history  of  the  case  gives  a  clear  affirmative  re- 


136  OVARIAN   TUMORS  AND  OVARIOTOMY. 

ply  to  this  inquiry.  But,  on  the  other  hand,  it  is  not  to  be  for- 
gotten that  large  ovarian  cysts  sometimes  rise  completely  out 
of  the  pelvis. 

It  appearing  that  the  fluctuating  tumor  does  rise  from  the 
pelvis,  the  next  inquiry  is : 
(§ 

Question  Y. — Is  not  the  tumor  a  pregnant  uterus  ? 

By  assuming,  in  these  circumstances,  that  pregnancy  exists, 
till  its  existence  is  disproved,  the  mistake,  several  times  commit- 
ted, of  attempting  ovariotomy  on  a  pregnant  woman  who  has 
no  ovarian  tumor,  will  be  avoided. 

In  a  case  of  normal  pregnancy,  taken  for  an  ovarian  cyst, 
reported  by  Tavignot,  a  puncture  was  made  with  a  trocar, 
which  caused  an  abortion  and  the  mother's  death.1  The  fol- 
lowing case  is  related  by  Boinet : 

"A  woman,  aged  thirty-three  to  thirty-five  years,  was  admitted  into  the 
Hotel-Dieu,  where  she  remained  for  some  months,  having  several  times 
been  examined  by  the  physician-in-chief  and  the  internes,  who  decide<|ishe 
had  an  ovarian  cyst.  One  of  the  surgeons  of  the  hospital  then  saw  her, 
and  thought  to  perform  ovariotomy,  but  previously  sought  my  advice  as  to 
its  propriety.  I  examined  her  with  reference  to  that  question  alone,  being 
thoroughly  impressed  with  the  idea,  from  the  statements  of  my  confreres, 
that  she  had  an  ovarian  cyst.  Every  thing  pointed  that  way.  She  was 
plump,  had  a  fresh  color,  the  mammaa  were  large  and  normal  in  appear- 
ance, and  she  asserted  that  she  had  never  had  a  sexual  connection,  and 
that  the  menses  had  ceased  only  since  she  had  entered  the  hospital.  The 
vaginal  touch  indicated  that  she  was  not  a  virgin,  but  the  cervix  uteri  was 
large  and  prominent,  and  the  abdomen  enlarged  uniformly  to  its  size  at  the 
end  of  the  seventh  or  eighth  month  of  gestation.  She  said  that  pressure  on 
the  left  side  of  the  abdomen  produced  pain,  and  percussion  methodically 
practised  gave  nowhere  on  the  abdomen  the  least  fluctuation.  Palpation 
detected  hard  and  resistant  inequalities  and  rounded  prominences,  which, 
in  the  absence  of  all  fluctuation,  I  attributed  to  fibrous  tumors  rather  than 
to  a  multilocular  cyst.  I  was  influenced  to  such  an  extent  by  the  diagno- 
sis of  my  confreres,  who  had  had  the  patient  for  several  months  under  ob- 
servation, that  I  did  not  seek  to  ascertain  by  auscultation  whether  preg- 
nancy existed.  I  diagnosticated  a  multilocular  cyst,  complicated  with 
fibroid  tumors,  and  probably  strong  adhesions,  and  consequently  present- 
ing only  poor  chances  for  ovariotomy.  My  advice  was  followed,  and  the 
operation  adjourned,  and  quite  fortunately  for  the  patient,  who,  fifteen 
days  afterward,  gave  birth  to  a  child  at  full  term"  (pp.  181,  182). 

1  Memoire  sur  l'Hydropisie  de  l'Ovaire.     Experience,  1840,  No.  160,  p.  55. 
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Since,  in  this  case,  the  enlargement  must  have  .extended,  fif- 
teen days  before  confinement,  to  the  epigastrium,  and  the  pa- 
tient was  still  plump,  and  of  good  color,  but  nevertheless  had 
had  an  arrest  of  menstruation  for  "several  months,"  even  this 
portion  of  the  history  alone  excluded  the  idea  of  a  polycyst  far 
advanced  in  its  third  stage,  whatever  else  the  case  might  be. 

In  the  following  remarks  upon  the  diagnosis  of  pregnancy 
as  distinguished  from  ovarian  cystoma,  it  is  assumed  that  the 
former  has  advanced  to  five  and  a  half  or  six  months  at  least, 
so  as  to  correspond  with  the  last  part  of  the  second  or  with  the 
third  stage  of  the  latter ;  as  no  one  would  be  likely  nowadays 
to  attempt  to  remove  an  ovarian  tumor  smaller  than  a  gravid 
uterus  of  five  and  a  half  months,  unless  in  very  exceptional  con- 
ditions 

Negatively  it  may  be  stated  that,  if  there  be  regular  men- 
struation, and  no  change  of  the  neck  of  the  uterus,  or  if  the 
patient  has  passed  the  menopause,  pregnancy  of  five  months  or 
more  does  not  exist. 

But,  if  the  cervix  uteri  is  softened  and  apparently  shortened, 
and  the  hallottement  gives  evidence  of  the  presence  of  a  foetus 
in  utero,  and  the  foetal  movements  are  distinctly  felt,  and  the 
foetal  heart-sounds  are  clearly  recognized  by  an  expert,  preg- 
nancy of  more  than  five  months  exists. 

But,  if  the  foetus  be  dead,  of  course  only  negative  results 
are  obtained  so  far  as  the  movements  and  the  heart-sounds  are 
concerned,  and  pregnancy  may  still  exist. 

The  appearance  of  the  mammse,  of  the  linea  alba,  and  of 
the  vaginal  mucous  membrane,  are  not  always  distinctive  of 
pregnancy,  as  compared  with  ovarian  cystoma ;  and  the  placen- 
tal murmur  is  of  no  value,  since  a  similar  sound  has,  rarely, 
been  heard  in  the  latter  also.1  The  umbilical  areola  is  far  more 
distinctive,  but  is  most  frequently  found,  and  is  more  impor- 
tant, in  a  first  pregnancy.  The  fluctuation  of  the  pregnant 
uterus,  scarcely  observable  before  the  fifth  month,  is  afterward 
more  obscure  than  that  of  the  ovarian  cystoma,  excepting  some 
polycysts ;  and,  in  case  there  be  but  a  small  amount  of  liquor 
amnii,  it  may  not  be  detected  at  all.  In  this  condition,  how- 
ever, the  nodules  in  the  tumor  (the  limbs  and  head  of  the 

1  Dr.  Churchill,  in  I.  B.  Brown,  p.  59. 
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foetus)  are  tli£  more  distinctly  felt.  On  the  other  hand,  if  there 
be  a  large  quantity  of  liquor  amnii,  the  prominences  just  men- 
tioned may  not  be  felt  at  all,  and  the  fluctuation  the  more  per- 
fectly simulates  that  of  an  ovarian  monocyst.  The  history, 
however,  precludes  the  idea  of  ovarian  cyst,  unless  the  patient 
has  a  motive  for  making  a  false  statement — a  contingency  for 
which  we  are  never  to  be  unprepared.  A  large  ovarian  cyst 
has  generally  already  transcended  in  duration  the  whole  period 
of  gestation ;  and  in  pregnancy  there  is  nothing  in  the  ex- 
pression of  the  countenance  suggestive  of  ovarian  disease. 

If  the  pregnancy  be  extra-uterine,  it  still  gives,  during  the 
first  three  months,  the  history  of  the  pregnant  condition,  and 
not  of  ovarian  cystoma.  The  uterus  is  itself,  however,  but 
slightly  enlarged,  and  is  soft.  This  condition  is  very  rare,  and 
usually  declares  itself  (very  certainly  if  tubal  pregnancy)  by  a 
rupture  of  the  surrounding  structures,  or  some  other  unmis- 
takable signs,  before  the  tumor  acquires  the  size  of  an  ovarian 
cystoma,  at  the  end  of  the  second  stage. 

Retained  encysted  foetus  should  also  be  mentioned  in  this 
connection ;  though  the  stationary  condition  of  the  tumor,  and 
the  facts  obtained  by  the  vaginal  touch,  with  the  history  of  the 
case,  should  guard  against  mistaking  it  for  an  ovarian  tumor. 
The  duration  of  the  case  is  often  a  conclusive  element  in  the 
diagnosis.  An  instance  is  recorded,  in  the  Edinburgh  Monthly 
Journal  of  Medical  Science,  of  an  ovarian  pregnancy  of  twelve 
years'  duration  with  a  mature  foetus.1 

The  fact  must  not  be  omitted  that  simple  retroversion  of  the 
pregnant  uterus  has  been  mistaken  for  an  ovarian  cyst,  since 
in  some  instances  this  condition  has  continued  up  to  six  months 
without  producing  a  miscarriage.  Here  we  have  the  history  of 
pregnancy ;  and  the  vaginal  touch  at  once  shows  the  cervix 
uteri  to  be  displaced  upward  and  forward  in  a  characteristic 
manner. 

Pregnancy,  together  with  ovarian  tumor,  is  a  complication 
difficult  to  diagnosticate  (p.  95).  The  enlarged  uterus  remains 
in  front  of  the  cyst,  and  no  change  of  posture  brings  the 
latter  into  such  a  position  that  it  can  be  reached,  and  fluctua- 
tion be  detected  in  it.    It  is  not  seldom  in  such  cases  that  a 

1  Vol.  siii.,  1851,  p.  4?8. 
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cyst  already  entering  upon  the  third  stage  remains  unrecog- 
nized till  after  delivery,  when  it  becomes  at  once  apparent. 
Sometimes  an  ovarian  cyst  carries  the  pregnant  uterus  so  high 
that  the  cervix  cannot  be  reached  by  the  finger,  and  pregnancy 
being  recognized,  such  an  elevation  of  the  uterus  should  at  once 
suggest  the  probable  cause.  Pregnancy  being  proved  to  exist, 
we  may  wait  till  the  application  of  the  facts  already  stated  also 
proves  the  existence  of  the  cyst.  On  the  other  hand,  the  pres- 
ence of  an  ovarian  cyst  being  recognized,  the  existence  of  preg- 
nancy is  generally  not  difficult  to  ascertain. 

Molar  and  hydatidiform  pregnancies  have  also  been  mis- 
taken for  ovarian  cyst ;  Boinet  gives  the  details  of  three  such 
mistakes.1  Here  the  contents  of  the  uterus  being  the  result  of 
an  actual  conception,  most  of  the  symptoms  of  normal  preg- 
nancy obtain ;  and  a  mistake  in  diagnosis,  if  any  occur,  should 
be  in  that  direction,  and  not  incline  to  ovarian  tumor.  At  any 
rate,  there  are  generally  symptoms  not  pointing  at  all  to  the 
latter  ;  such  as  haemorrhage,  or  the  escape  from  the  vagina  of 
copious  watery  discharges,  or  of  masses  of  the  uterine  contents. 
The  assertion  of  the  patient  that  she  feels  the  foetal  movements 
is,  in  no  case,  to  be  implicitly  relied  on,  as  all  understand ;  and 
which  was  found  to  be  delusive  in  one  of  Boinet's  cases. 

In  spurious  pregnancy  all  the  physical  signs  of  normal  preg- 
nancy are  absent. 

The  differential  diagnosis  of  normal  pregnancy  at  six  to  nine 
months,  and  ovarian  cyst  in  the  third  stage — omitting  the  less 
distinctive  signs  of  the  former — may  be  stated  as  follows : 


Differential  Diagnosis  of  Normal  Pregnancy  and  Ovarian  Cyst. 


NORMAL  PREGNANCY  FIVE  AND  A  HALF 
MONTHS  OR  MORE. 

Enlargement  sudden  and  rapid ; 
symmetrical,  or  inclined  slightly  to 
right  side. 

Features  natural,  healthy. 

Superficial  veins  of  abdomen  not  en- 
larged. (Edema  of  ankles  not  un- 
common after  seven  months. 

Chest  not  conical. 


OVARIAN    OYST,    SECOND    OR    THIRD 
STAGE. 

Enlargement  gradual ;  asymmetrical 
till  in  the  third  stage. 

Features  emaciated,  anxious. 

Veins  are  enlarged  ;  oedema  in  late 
stages,  in  exceptional  cases,  one  to 
two  years  after  commencement. 

Chest  conical,  if  very  great  distention. 


1  Pastes  190-192. 
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Fluctuation  not  very  distinct,  unless 

much  liquor  amnii. 
Menstruation  arrested. 

Yaginal  touch  detects  softening  and 
apparent  shortening  of  the  cervix, 
and  enlargement  of  the  uterus. 

Ballottement  feels  impulse  of  foetus. 

Foetal  heart-sounds  detected. 

Movements  of  foetus  felt. 

Enlargement  of  mammae. 

Umbilical  areola  in  first  pregnancy. 

Has  developed  within  sis  to  nine 
months. 

Follicles  around  the  nipple,  equally 
developed  in  both  mammae;  be- 
come white  on  stretching  the  skin. 

Exception. — If  foetus  be  dead,  of 
course,  the  movements  and  heart- 
sounds  cease. 


If  our  investigation  justifies  the  conclusion  that  neither  of 
the  preceding  forms  of  pregnancy  exists  in  the  case,  we  may 
then  inquire  respecting  other  uterine  affections ;  and  the  next 
question  may  be : 


Very  distinct,  especially  in  mono- 
cysts. 

Not  arrested  till  third  stage  bas  com- 
menced. 

No  change  in  these  respects ;  but 
uterus  is  displaced,  usually  behind 
the  cyst. 

No  result.     Very  rarely  is  imitated. 

None. 

None. 

Occurs  in  exceptional  cases  only. 

None. 

Has  developed  within  one  to  three 
years. 

Unequally  developed,  and  remain  of 
the  same  color  as  the  areola. 


Question  VI. — Is  there  not  still  an  enlargement  of  the  uterus^ 
though  it  be  not  gravid  t 


The  following  affections  are  here  suggested 


Enlarged  Uterus. 


Haematometra. 

Hydrometra. 

Physometra. 

Uterine  Hypertrophy.      "J 

Uterine  Fibroma.  1 

Carcinoma  of  Fundus. 

Uterine  Fibro-cyst.  J 


\  Menstruation  Absent. 


Solid. 


Hypertrophy  of  the  uterus  and  carcinoma  of  the  fundus 
have  already  been  considered  (p.  129). 

1.  Hsematometra. — The  causes  of  accumulation  of  blood  in  the 
uterus,  constituting  a  fluctuating  tumor,  sometimes  rising  above 
the  umbilicus,  are  either  congenital  or  accidental.  The  former 
are  imperforate  hymen,  absence  of  the  vagina,  or  congenital 
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occlusion  of  the  cervix  uteri — the  patient  never  having  men- 
struated at  all.  The  accidental  causes  are  closure  of  the  os  uteri 
and  atresia  vaginas,  both  being  almost  always  consequences  of 
accidents  connected  with  parturition. 

Here  is  amenorrhcea  from  the  first,  and  intense  pain  recurs 
every  month  from  the  menstrual  nisus.  Increase  of  this  tumor 
is  very  gradual,  and  it  is  tender  at  the  monthly  paroxysms. 

It  is  symmetrical,  and  gives  distinct  fluctuation. 

But  the  vaginal  touch  should  at  once  decide  if  the  accumu- 
lation be  due  to  either  cause,  except  occlusion  of  the  os  uteri. 
And,  if  this  be  congenital,  the  fact  that  the  patient  has  never 
menstruated  should  direct  attention  to  it ;  while,  if  the  cause  be 
acquired,  the  previous  history  should  be  equally  instructive. 
But  the  sound  decides  this  point.  Still,  Dr.  Smellie  reports  a 
case  in  which  hsematometra  from  imperforate  hymen  was  mis- 
taken, during  the  monthly  access  of  severe  pain,  for  a  case  of 
labor,  the  bulging  membrane  being  taken  by  the  medical  at- 
tendant for  the  "  bag  of  waters." 

The  general  health  becomes,  in  this  condition,  very  much 
deranged. 

2.  Hydrometra. — Here  also  the  accumulation,  in  the  uterine 
cavity,  of  a  serous,  mucous,  or  purulent  fluid,  implies  a  closure 
of  the  genital  canal.  Of  course,  if  the  patient  still  continued 
to  menstruate,  the  case  would  be  one  of  hsematometra.  This 
occurs,  therefore,  in  old  women,  after  the  menopause,  and  the 
occlusion  is  at  the  os  uteri  or  in  the  cervical  canal.  It  is  due  in 
some  instances  to  the  closure  which  normally  occurs  in  the  very 
aged ;  the  secretion  from  the  lining  membrane  of  the  uterus, 
the  endometrium,  still  persisting. 

There  is  no  great  derangement  of  health.  The  tumor  is  gen- 
erally rapidly  developed,  with  the  signs  of  molar  pregnancy,  is 
symmetrical,  and  the  fluctuation  distinct.  It  ends  spontane- 
ously in  the  discharge  of  a  grayish  and  sometimes  very  fetid 
fluid.  The  history  in  these  and  the  preceding  cases  should 
guard  us  against  mistaking  them  for  ovarian  cysts.  It  would 
be  more  excusable,  perhaps,  to  take  them  for  pregnancy,  as  has 
sometimes  been  done.1  Both  liEematometra  and  hydrometra 
are  of  very  rare  occurrence. 

1  See  a  case  by  Boinet,  pp.  193,  194. 
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3.  Physometra — -or  an.  accumulation  of  gas  in  the  uterus — ■ 
may  be  mistaken  for  tympanites,  but  should  not  be  for  ovarian 
cyst,  any  more  than  tympanites  itself. 

It  is  very  rare,  and  occurs  mostly  in  hysterical  women.  It 
is  not  seldom  accompanied  by  escape  of  gas  per  vaginam. 

Percussion  should  settle  the  question  at  once.  If,  however, 
there  be  much  fat  upon  the  abdomen,  the  tympanitic  sound  may 
not  be  elicited.  There  is,  also,  generally,  a  tenderness  over 
the  tumor,  which  perhaps  prevents  very  thorough  percussion, 
and  this  tenderness  is  both  suspicious,  and  suggests  that  it  is 
not  an  ovarian  cyst. 

The  vaginal  touch  finds  the  uterus  light,  though  so  large ; 
it  often  ascending  to  the  umbilicus,  or  higher.  The  idea  of 
pregnancy  is  eliminated  by  the  normal  state  of  the  cervix,  as  in 
the  preceding  condition,  and  the  question  is  between  ovarian 
cyst  and  the  condition  now  being  considered.  The  vaginal 
eructations,  and  the  history  of  the  case,  easily  decide  it. 

4.  Uterine  Fibroma. — Although  the  uterine  fibroid  is  a  solid 
tumor,  and  has  been  considered  on  p.  126,  it  even  more  especial- 
ly demands  attention  here  and  in  connection  with  the  uterine 
fibrocyst,  since  it  has  so  frequently  been  mistaken  for  an  ova- 
rian cystoma.  This  is  due  to  a  peculiar  elasticity  in  it,  which 
is  easily  interpreted  as  an  obscure  fluctuation.  Koeberle  stated, 
in  1865,  that  he  had  known  of  forty-five  mistakes  of  this  kind.1 

We  have  to  distinguish : 

1.  Uterine  fibroids  lying  next  the  endometrium,  or  project- 

ing freely  into  the  uterine  cavity  (fibrous  polypus). 

2.  Intramural  fibroids. 

3.  Subperitoneal  fibroids;  and  which  often  become  pedicu- 

lated  and  hang  freely  in  the  peritoneal  cavity. 
The  fibroid  polypus,  and  the  pediculated  subperitoneal  vari- 
ety of  uterine  fibroma,  seldom  become  larger  than  the  foetal 
head,  and  form  tumors  presenting  a  smooth  surface.  They  are 
elastic  on  firm  pressure,  and  this  elasticity  is  easily  mistaken  for 
a  deep  fluctuation.  Indeed,  the  deception  is  sometimes  so  com- 
plete that  not  a  few  instances  are  recorded  of  such  solid  tumors, 
which  were  pronounced  to  be  cystic  by  all  who  examined  them 
even  after  they  were  removed  from  the  body,  till  sections  were 

1  "  Operations  d'Ovariotomie,"  Paris,  1865. 
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made  through  them  in  all  directions.  Boinet  mentions  a  case 
in  point  (p.  173).  The  last  variety  is  especially  liable,  however, 
to  a  secondary  development  of  cysts,  as  will  appear  under  the 
next  head. 

The  uterine  fibroid  grows  slowly,  sometimes  becomes  sta- 
tionary for  a  time,  and  attains  to  a  large  size,  without  much 
disturbing  the  general  health,  unless  it  assumes  the  first  form, 
in  which  case  it  deranges  menstruation,  and  finally  produces 
monorrhagia  and  metrorrhagia.  Sometimes  only  a  profuse 
metrorrhagia  is  present.  Unless  the  patient  is  exhausted  by 
such  a  discharge,  the  countenance  still  retains  its  natural 
plumpness  and  expression,  and  no  general  emaciation  ensues, 
even  though  the  tumor  become  as  large  as  the  gravid  uterus 
at  the  end  of  gestation.  The  complexion,  however,  generally 
becomes  coarse  and  often  dingy.  Constipation  and  difficult 
micturition  are  not  uncommon  from  pressure  downward  of  the 
tumor  into  the  pelvis  ;  but  the  kidneys  remain  unaffected,  the 
abdominal  veins  do  not  become  enlarged,  nor  do  the  lower  ex- 
tremities become  (edematous,  unless  in  exceptional  cases. 

The  tumor  is  somewhat  tender  under  pressure,  especially 
during  the  catamenial  period,  and  the  second  variety  usually 
presents  a  lobnlated  surface,  as  is  less  frequently  the  case  with 
the  third  variety.  The  last  variety  alone  is  symmetrical.  A 
light,  quick  percussion  does  not  develop  the  pseudo-fluctuation 
before  alluded  to,  but  pressure  does. 

Per  vaginam  the  uterus  is  found  enlarged  and  heavy  in  the 
first  two  forms,  yet  certainly  not  from  pregnancy,  since  the 
menses  have  not  ceased  to  appear.  Sometimes  the  tumor  is 
felt  to  be  continuous  with  the  tissue  of  the  cervix.  The  sound 
passes  into  the  cavity  to  the  depth  perhaps  of  four,  six,  or  even 
eight  or  ten  inches.  In  case  of  polypus  the  sound  may  be  car- 
ried around  the  tumor.  In  the  third  variety,  however,  neither 
the  touch  nor  the  sound  may  give  any  positive  information  of 
the  relations  of  the  fibroid  to  the  uterus.  In  the  first  two  varie- 
ties, it  will  show  also  that  the  uterus  cannot  be  moved  indepen- 
dently of  the  tumor ;  but,  in  the  third  variety,  it  often  occurs 
that  each  can  be  freely  and  extensively  moved,  without  disturb- 
ing the  other.  Of  course,  it  is  only  while  the  fibroma  is  small 
(the  size  of  the  foetal  head,  or  less)  that  this  freedom  of  motion 
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can  be  imparted  to  it,  while  the  uterus  is  held  at  rest  upon  the 
sound.  The  rectal  touch  will  often  discover  a  characteristic 
lobulated  surface  on  the  lowest  portion  of  the  tumor. 

But,  if  doubt  yet  remains — it  still  being  thought  probable 
that  the  case  is  one  of  ovarian  cyst — it  has  been  advised  to  tap 
the  tumor  with  a  full-sized  trocar  in  the  way  of  further  ex- 
ploration. And  it  is  a  fact  of  no  small  practical  interest,  that 
no  serious  consequences  usually  result  from  thrusting  a  large 
trocar  into  a  uterine  fibroid.  Boinet  mentions  a  case  which 
had  been  mistaken  for  an  ovarian  polycyst  by  the  physicians 
and  surgeons  of  the  Necker  Hospital,  Delpech  with  the  rest, 
and  in  which  he  made  three  successive  punctures  in  different 
parts  of  the  tumor,  and  each  without  result,  before  the  medical 
gentlemen  present  would  relinquish  the  idea  of  fluctuation,  and 
consequently  of  an  ovarian  cyst  (p.  175).  Boinet  himself  has 
often  resorted  to  this  means  of  completing  the  diagnosis,  without 
serious  results,  and  remarks  that  the  sensation  communicated 
to  the  hand  of  the  operator  is  quite  distinctive  of  the  fibroid 
tissue.  He  has  operated,  in  two  instances,  upon  patients  be- 
lieved to  have  ovarian  polycysts,  who  actually  had  uterine 
fibroids,  and  who  died  respectively  of  supervening  haemorrhage, 
and  of  peritonitis  (p.  174). 

Well  may  we  admit  the  difficulty  of  diagnosis  when  so  ex- 
perienced a  diagnostician  is  found  at  fault,  and  may  understand 
why  he  would  afterward  advise  the  use  of  the  trocar  before 
commencing  the  operation  of  ovariotomy. 

Puncture  of  a  uterine  fibroid  has,  however,  in  some  in- 
stances, proved  to  be  not  a  harmless  procedure.  Peritonitis 
and  death  have  occasionally  been  its  consequences.  The  best 
one  can  say,  perhaps,  is,  that  it  does  not  often  kill.  It  were 
well,  therefore,  to  avoid  it.  And  generally  the  small  instrument 
which  I  have  recommended  (p.  116)  will  give  all  the  information 
in  this  direction  which  is  required ;  for  with  it  also  the  sensa- 
tion conveyed  to  the  hand  is  equally  distinctive. 

It  will  be  seen  that  the  third  form  of  uterine  fibroid— the 
subperitoneal  pediculated  fibroma — is  the  most  difficult  to  dis- 
tinguish from  an  ovarian  cyst,  *  since  the  sound  shows  the 
normal  depth  of  the  uterine  cavity,  and  that  the  tumor  can  be 

1  Mr.  Lizars,  in  his  second  case,  mistook  a  uterine  fibroid  for  an  ovarian  cyst. 
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moved  independently  of  the  uterus,  and  vice  versa,  while  the 
elasticity,  before  described,  suggests  a  deep  fluctuation.  I  have 
myself  (in  September,  1853)  attempted  ovariotomy  in  such  a 
case,  supposing  I  had  to  deal  with  an  ovarian  monocyst  some- 
what smaller  than  the  foetal  head.  Even  when  the  tumor  was 
brought  into  view,  and  again  tested,  myself  and  others  were 
still  assured  of  fluctuation ;  but,  on  using  a  small  trocar,  no 
fluid,  except  a  few  drops  of  blood,  issued.  For  reasons  assigned 
in  the  report  of  the  case,1  I  removed  the  tumor  with  the  body 
of  the  uterus.  The  patient  died  on  the  eighth  day,  of  gangrene 
of  the  small  intestine,  occasioned  by  strangulation,  a  portion  of 
it  having  been  forced,  by  violent  coughing,  through  the  abdomi- 
nal incision  between  two  of  the  needles  used  to  close  it,  and 
where  it  remained  six  hours  before  I  could  arrive  and  return  it. 
At  the  post-mortem  examination  the  parts  concerned  in  the  op- 
eration were  found  in  the  best  possible  condition  for  recovery. 

I  know  of  no  means  of  a  certainly  correct  diagnosis  in  an- 
other precisely  similar  case.  I  did  not,  however,  attach  suffi- 
cient importance  to  the  fact  that  the  tumor  was  somewhat  sensi- 
tive on  pressure,  and  on  the  whole  produced  far  more  discom- 
fort than  an  ovarian  cyst  of  that  size  should  produce.  Another 
mistake  was  in  operating  upon  an  ovarian  cyst  of  that  size 
under  any  circumstances  but  the  most  exceptional.  When  it 
had  attained  to  the  size  of  an  ovarian  cyst  in  the  third  stage, 
the  history  of  the  case,  and  subsequent  changes,  would  very 
probably  have  given  substantial  grounds  for  a  correct  diagnosis. 

The  uterine  fibroid  is  very  common  in  the  negro  race. 
Yery  few  women  die  above  the  age  of  forty  years,  at  the  Home 
for  Colored  Women  in  this  city,  who  are  free  from  this  disease. 


Differential  Diagnosis  of  Uterine  Fibroma  and  Ovarian  Cyst. 


UTERINE   FIBROID. 

Slow  growth. 

Natural  expression,  even  if  large. 
Complexion  darker  and  coarser. 
General  health  good.  No  emaciation. 
Abdomen  very  asymmetrical. 
Abdominal  veins  not  enlarged. 
Action  of  kidneys  normal. 


OVARIAN   CYST,    THIED   STAGE. 

More  rapid  growth. 

Changed  expression. 

Paler,  and  thinner. 

Health  impaired.     Emaciation. 

More  symmetrical. 

Enlarged ;  especially  if  a  polycyst. 

Kidneys  inactive. 


1  American  Journal  of  Medical  Sciences,  April,  1855,  p.  393. 
10 
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Amenorrhoea. 
No  tenderness. 

Fluctuation  distinct. 

Smooth,  except  poly  cysts ;  yielding. 
Compressible,   fluctuating,  detached 
from  uterus,  which  is  normal. 

Does  not  thus  move. 

Not  elongated. 

Positive  results  (exceptions  on  p.  116). 


No  amenorrhoea.  Menorrhagia  often. 

Tender  on  pressure ;  more  so  during 
menstruation. 

Elasticity  marked;  no  true  fluctua- 
tion. 

Surface  lobulated  and  firm. 

Per  vaginam,  tumor  is  dense  and 
firm,  and  often  continuous  with 
uterus,  which  is  large  and  heavy. 

Uterus  moves  with  tumor. 

Uterine  cavity  elongated. 

Tapping  gives  negative  results. 

Exception. — In  case  of  the  subperi- 
toneal pediculated  variety,  size  of 
the  foetal  head,  the  uterine  cavity 
may  be  normal,  and  the  tumor  be 
moved  independently  of  the  uterus. 


5.  Uterine  Fibro-cystoma. — If  we  follow  the  development  of 
the  preceding  new  formation — the  uterine  fibroma — we  find 
that  cysts  are  liable  to  be  developed  in  it  as  a  secondary  forma- 
tion. We  then  have  one  of  the  forms  of  the  fibro-cystic  tumor 
of  the  uterus  (p.  105). 

Recognized  as  a  distinct  class  of  tumors  but  a  few  years 
since,  and  first  described  by  Cruveilhier,  they  have  frequently 
been  mistaken  for  ovarian  cysts  by  the  ovariotomist.  Some- 
times they  have  even  been  removed  as  ovarian  cysts,  and  the 
mistake  discovered  only  by  a  subsequent  examination  of  the 
mass  removed,  or  by  a  post-mortem  investigation,  which  showed 
both  ovaries  to  be  in  the  normal  condition. 

Commencing  as  a  uterine  fibroid,  and  presenting  the  signs 
specified  under  the  preceding  head  (and  on  p.  106),  at  length 
the  growth  seems  more  rapid,  and  fluctuation,  before  suspected, 
now  becomes  very  evident,  and  even  unmistakable.  The  tumor 
has  commenced  on  the  third  stage  before  this  sign  is  very  clear, 
and  is  for  a  time  afterward  generally  asymmetrical.  Sometimes 
several  distinct  cysts  are  easily  made  out,  and,  if  the  same  sen- 
sation is  communicated  per  vaginmn,  the  resemblance  to  an 
ovarian  cyst,  so  far  as  most  of  the  physical  signs  are  concerned, 
is  quite  complete.  Especially,  if  the  cystic  transformation  has 
occurred  in  a  pediculated  subperitoneal  fibroma,  is  the  resem- 
blance confirmed,  for  then  the  sound  will  show  the  normal 
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depth  of  the  uterine  cavity.  I  have  myself  made  a  diagnostic 
error  in  these  circumstances. 

An  explorative  tapping,  if  the  cyst  enlarges  so  as  to  impair 
the  general  health,  might  be  expected  to  clear  up  the  diagnosis. 
The  fluid  obtained  is  generally  darker  than  that  obtained  at 
first  from  an  ovarian  oligocyst,  but  exactly  resembles  that  often 
found  in  polycysts.  Sometimes,  however,  the  fluid  is  light- 
colored,  but  almost  always  more  or  less  opaque,  and  contains 
less  albumen  than  that  of  an  oligocyst  or  monocyst  (p.  106). 
The  microscope  only  gives  negative  testimony  in  respect  to  the 
differential  diagnosis. 

Mr.  I.  B.  Brown  remarks  that  he  knows  of  no  distinguish- 
ing signs  between  uterine  fibro-cyst  and  ovarian  cystoma  (p.  56). 
I  have  myself  (in  February,  1868)  operated  for  the  removal  of 
an  ovarian  oligocyst  in  a  case  of  uterine  fibro-cyst,  and  this, 
even  after  a  tapping  by  which  I  removed  from  the  principal 
cyst  forty  pounds  of  a  brownish  fluid.  I  did  not  recognize  my 
mistake  till  after  I  had  made  the  abdominal  incision,  and  intro- 
duced the  hand  to  settle  all  doubt.  I,  however,  found  the  mass 
(in  all  weighing  fifty  pounds)  attached  by  a  pedicle  one  inch  in 
diameter,  and  a  quarter  of  an  inch  long  only,  to  the  fundus 
uteri,  and  removed  it.     The  patient  still  enjoys  perfect  health.1 

It  is  in  view  of  such  cases  as  these  that  it  has  been  recom- 
mended to  make  an  explorative  abdominal  incision  (one  to  two 
inches  long),  and  thus  ascertain  the  nature  of  the  tumor.  And 
this  has  generally  been  safely  done.  Dr.  F.  Bird  was  much  in 
the  habit  of  completing  the  diagnosis  in  this  way.  It  is,  how- 
ever, sometimes  exceedingly  difficult,  even  with  the  hand  in 
the  abdominal  cavity,  to  distinguish  an  adherent  uterine  fibro- 
cyst  from  an  adherent  ovarian  cystoma.  On  the  other  hand, 
exploratory  incisions  have  not  very  seldom  proved  fatal,  as  will 
farther  on  be  seen.  Without  recommending  this  course,  there- 
fore, except  with  the  limitations  hereafter  to  be  specified,  I 
commend  it  as  always  safe,  in  any  doubtful  case,  to  assume,  even 
after  commencing  the  operation  of  ovariotomy,  that  it  is  one 
of  uterine  fibro-cyst,  till  the  operation  has  progressed  far  enough 
to  decide  that  point. 

1  An  abstract  of  this  case  is  to  be  found  in  the  American  Journal  of  Obstetrics, 
August,  1870,  p.  308. 
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Kceberle  has  stated  that  the  uterine  fibro-cyst  very  rarely 
occurs  before  the  age  of  thirty  years,  though  two  cases  of  the 
nineteen  of  removal  of  this  kind  of  cyst,  reported  by  Dr.  C.  C. 
Lee,  were  exceptions  to  this  assertion.  He  thinks,  however, 
that  the  uterine  fibro-cyst  should  generally  be  clearly  diagnosti- 
cated during  life,  as  he  himself  alone  had  thus  far  done  in  a 
single  case,  before  he  commenced  the  operation  for  its  removal.1 
T.  S.  Wells  stated,  after  he  had  operated  on  one  hundred  and 
thirty  tumors  supposed  to  be  ovarian,  and  had  removed  one 
hundred,  that  he  "  knew  of  nothing  but  a  rather  darker,  less 
pearly-blue  aspect  of  the  tumor,  which  would  put  the  surgeon 
on  his  guard"  against  mistaking  it  for  an  ovarian  cyst,  after 
making  an  exploratory,  incision.2 

I  think  the  following  statement  includes  the  points  avail- 
able up  to  the  present  time,  for  the  differential  diagnosis  of  the 
cyst  under  consideration,  and  the  ovarian  cyst. 


Differential  Diagnosis  of  Uterine  Fibro-cyst  and  Ovarian  Cyst. 


UTERINE    FIBRO-CYST,    THIBD   STAGE. 

Occurs  after  thirty  years,  almost  al- 
ways. 

Slow  growth  at  first.     Eare. 

Expression  good,  till  very  large. 

Complexion  dark  and  injected  (facies 
uterina),  sometimes  florid.  No 
emaciation. 

General  health  for  a  long  time  good. 

Abdominal  veins  not  enlarged. 

Umbilicus  not  prominent. 

No  amenorrhoea.  Menorrhagia  sel- 
dom. 

Kidneys  normal. 

Tender  on  pressure  at  first. 

Elasticity,  then  evident  fluctuation. 

Surface  lobulated  at  first ;  may  re- 
main so. 

Cyst-wall  of  livid  hue,  very  vascu- 
lar. 

Per  vaginam,  firm  at  first.  Often 
continuous  with  uterus. 


OVARIAN   OYST,   THIRD   STAGE. 

Occurs  earlier  than  thirty  years,  as 

well  as  later. 
More  rapid,  and  more  common. 
Expression  characteristic  (p.  110). 
Pale.     Emaciation. 


Has  failed  by  end  of  second  stage. 
Enlarged. 

Umbilicus  prominent. 
Amenorrhoea. 

Kidneys  inactive. 

Not  tender. 

Fluctuation  throughout  its  course. 

Not  lobulated,  except  in  polycysts. 

Cyst-wall  of  lighter  color,  less  vas- 
cular. 

Fluctuates.  Not  continuous  with 
the  uterus. 


1  Gazette  Hebdomadaire,  1869,  No.  16. 

8  "  Diseases  of  the  Ovaries,"  vol.  i.,  p.  362. 
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Independent  of  tumor. 

Not  elongated. 

Light  in  monocysts  not  before 
tapped ;  highly  albuminous ;  some- 
times colloid. 


Uterus  moved  with  tumor,  if  at  all. 

Uterine  cavity  elongated,  generally. 

Fluid,  yellow,  serous,  with  little  albu- 
men, or  fibrinous,  like  lymjm,  and 
spontaneously  coagulable.  But  it 
may  be  dark  brown,  or  haemorrha- 
gic. 

Exception. — If  the  fibro-cyst  be  a  sub- 
peritoneal outgrowth,  the  uterus 
may  be  moved  independently  of  it, 
and  its  cavity  is  not  elongated. 

To  the  preceding  view  of  the  differential  diagnosis  of  ova- 
rian tumors,  and  uterine  fibroma  and  fibro-cystoma,  I  add  the 
following  extract  from  Mr.  T.  S.  Wells's  remarks  appended  to 
the  report  of  his  fourth  series  of  one  hundred  cases  of  ovari- 
otomy, as  being  of  great  practical  value,  though  they  do  not  dis- 
criminate between  the  two  forms  of  uterine  tumors  just  men- 
tioned : 

I.  EXAMINATION  OF  THE  ABB  OMEN. 

Inspection. — 1.  Visible  enlargement  of  the  abdomen  is  more  often 
general  in  cases  of  ovarian  tumor,  and  partial  in  cases  of  uterine  tumor, 
being  confined  to  the  lower  part  of  the  abdomen  until  a  verv  large  size  has 
been  attained. 

2.  The  depression  of  the  umbilicus  is  diminished,  or  the  umbilicus  may 
become  prominent,  in  large  ovarian  cysts.  This  is  rarely  seen  in  uterine 
tumors  unless  fluid  is  also  present  in  the  peritoneal  cavity. 

3.  Enlargement  of  the  superficial  veins  of  the  abdominal  wall,  and 
oedema  of  the  abdominal  wall  and  of  the  lineaa  albicantes,  are  more  general 
in  uterine  than  in  ovarian  tumors  of  moderate  size,  but  are  not  uncommon 
when  ovarian  tumors  have  attained  a  very  large  size. 

4.  When  the  abdominal  wall  is  thin,  both  uterine  and  ovarian  tumors, 
if  not  very  closely  adherent  to  the  abdominal  wall,  may  be  seen  to  move 
downward  as  a  recumbent  patient  inspires,  and  upward  during  expiration, 
falling  downward  and  forward  as  she  sits  or  stands,  and  more  or  less  to 
either  side,  according  to  the  inclination  of  her  body.  But  nearly  all  uterine 
tumors,  though  visibly  moving  above,  seem  to  be  fixed  below  in  the  hypo- 
gastric region. 

5.  "When  a  recumbent  patient  attempts  to  sit  up  without  aid  from  any 
other  than  the  abdominal  muscles,  the  recti  are  seen  to  bulge  forward  in 
front  of  a  tense,  non-adherent  ovarian  tumor,  or  with  a  flaccid,  adherent 
cyst.  This  is  seldom  well  marked  in  uterine  tumors,  a  solid  mass  fixed 
centrally  below  the  umbilicus  interfering  with  the  free  action  of  the  recti. 

Measurement. — Increase  in  the  circular  measurement  of  the  abdomen 
is  usually  greater  on  one  side  than  the  other  in  ovarian  tumors.    In  uter- 
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ine  tumors  the  increase  is  often  more  symmetrical.  In  both  classes,  verti- 
cal measurement  shows  the  distance  between  the  puhes  and  the  sternum 
to  be  increased.  But  very  great  proportionate  increase  of  the  space  from 
the  pubes  to  the  umbilicus  is  more  common  in  uterine  than  in  ovarian 
tumors. 

Palpation. — 1.  Large  masses  of  apparently  solid  matter,  and  smaller 
masses  or  nodules  of  very  hard  or  bone-like  substance,  are  sometimes  ob- 
served in  ovarian  tumors.  But  it  is  excessively  rare  to  find  sucb  solid  por- 
tions preponderating  in  an  ovarian  tumor.  As  a  rule,  the  fluid  or  cystic 
portion  is  the  larger,  the  hard  or  solid  portion  the  smaller,  in  ovarian 
tumors.  In  uterine  tumors,  on  the  contrary,  the  solid  is  the  larger,  the 
fluid  the  smaller  portion. 

2.  The  mobility  of  ovarian  tumors  is  generally  greater  from  below  up- 
ward than  that  of  uterine  tumors,  unless  the  latter  are  distinctly  pedicu- 
lated.  If  one  hand  be  pressed  backward  between  the  tumor  and  the  pubes, 
an  ovarian  tumor  can  generally  be  raised  considerably,  and  the  hand  can 
sometimes  be  pressed  backward  almost  to  the  brim  of  the  pelvis ;  while  a 
tumor  which  involves  the  body  and  neck  of  the  uterus  cannot  be  raised  at 
all,  or  only  with  difficulty,  and  the  hand  cannot  be  pressed  down  between 
the  pubes  and  the  tumor. 

3.  "When  there  is  fluid  free  in  the  peritoneal  cavity,  and  a  hard  tumor 
can  be  felt  on  displacing  this  fluid  by  sudden  pressure,  the  tumor  may  be 
either  uterine  or  ovarian.  If  the  tumor  be  very  hard,  and  the  quantity 
of  fluid  small,  the  tumor  is  probably  uterine,  and  the  fluid  ascitic.  An 
ovarian  tumor  which  has  given  way,  and  emptied  one  or  more  of  its  cysts 
into  the  peritoneal  cavity,  is  seldom  hard  or  well  defined  in  outline,  and 
the  quantity  of  fluid  is  often  so  large  that  the  size  and  shape  of  the  tumor 
cannot  be  ascertained  until  after  removal  of  the  fluid  by  tapping.  The 
characters  of  the  fluid  will  then  complete  the  diagnosis. 

Percussion. — As  percussion  elicits  a  dull  sound  all  over  both  uterine 
and  ovarian  tumors,  which  dulness  ceases  abruptly  at  the  border  or  outline 
of  the  tumor  in  all  positions  of  the  patient — except  in  the  rare  cases  where 
a  cyst  contains  gas,  or  where  a  coil  of  intestine  is  adherent  in  front  of  a 
tumor — percussion  cannot  afford  much  aid  in  distinguishing  ovarian  from 
uterine  tumors. 

Auscultation. — In  ovarian  tumors  the  impulse  from  the  aorta  is  often 
perceptible,  and  a  sound  sometimes  accompanies  the  impulse.  The  sounds 
of  the  heart  are  rarely  transmitted,  and  any  distinct  vascular  murmur  is 
excessively  rare.  But,  in  about  half  the  cases  of  uterine  tumors  which  I 
have  examined,  some  variety  of  vascular  murmur  may  be  heard.  In  some 
cases  the  murmur  is  tubular,  in  others  vesicular,  and  sometimes  a  tubular 
and  a  vesicular  murmur  may  be  heard  in  different  parts  of  a  uterine  tumor. 
These  murmurs  are  synchronous  with  the  pulse.  They  may  vary  in  inten- 
sity with  the  amount  of  pressure  by  the  stethoscope,  and  may  disappear  on 
very  firm  pressure.  Common  in  uterine,  very  rare  in  ovarian  tumors, 
vascular  murmurs  are  valuable  aids  in  diagnosis. 


DIFFERENTIAL  DIAGNOSIS   OF   OVARIAN   TUMORS.  151 

II.  EXAMINATION  OF  THE  PELVIS. 

1.  Examination  of  the  vagina  may  at  once  remove  all  doubt,  by 
showing  that  the  os  and  cervix  uteri  are  in  a  healthy  state,  that  the  uterus 
is  normally  mobile,  that  its  cavity  is  neither  elongated  nor  shortened,  and 
that  any  tumor  felt  through  the  vaginal  wall  is  independent  of  the  uterus. 
In  such  a  case  the  tumor  is  almost  certainly  ovarian.  On  the  contrary,  we 
may  find  the  vagina  more  or  less  completely  obliterated  by  a  solid  mass,  the 
cervix  uteri  gone,  the  os  reached  with  difficulty,  the  cervical  canal  so 
closed  or  distorted  that  the  sound  cannot  be  passed,  or  the  uterine  cavity 
so  enlarged  that  the  sound  may  pass  many  inches  beyond  the  normal 
length.     Here  the  tumor  is  almost  certainly  uterine. 

But  it  must  be  remembered  that  considerable  peritoneal  outgrowth,  or 
large  growths  within  the  walls  of  the  fundus  or  body  of  the  uterus,  have 
been  observed,  while  the  uterine  cavity  has  remained  unaltered  in  dimen- 
sions and  the  cervix  in  structure;  and,  on  the  other  hand,  the  cervix  may 
be  drawn  up  out  of  reach,  or  the  whole  uterus  may  be  elongated,  when  the 
connection  with  an  ovarian  tumor  is  close;  or  the  lower  portion  of  an 
ovarian  tumor  may  be  so  moulded  to  the  true  pelvis  that  the  uterus  is 
pressed  upward  and  forward,  or  flattened  behind  the  pubes,  so  that  the 
tumor  and  the  uterus  are  either  really  or  apparently  inseparable  from  one 
another.  Abnormal  arterial  impulse  in  the  vagina  and  cervix  uteri  may 
be  felt  in  both  classes  of  tumors.  But  I  have  never  felt  the  vascular  thrill 
like  that  of  varicose  aneurism,  occasionally  felt  in  the  lower  segment  of  a 
fibroid  uterus,  in  an  ovarian  tumor. 

The  vaginal  walls  may  be  so  depressed,  when  there  is  much  fluid  free 
in  the  peritoneal  cavity  surrounding  either  a  uterine  or  an  ovarian  tumor, 
as  to  form  a  vaginal  rectocele,  and  the  uterus  may  either  remain  above  the 
brim  of  the  pelvis  if  greatly  enlarged,  or  if  fixed  by  adhesion ;  or  it  may 
prolapse  with  the  vagina,  the  os  appearing  at  the  most  depending  part  of 
the  protrusion.  Here  the  uterine  sound  will  generally  remove  all  doubt ; 
for,  if  the  dimensions  of  the  uterine  cavity  are  normal,  and  the  weight  of 
the  uterus  is  not  increased,  the  tumor  can  hardly  be  uterine.  And  a  uterus 
which  is  not  much  enlarged  can  generally  be  pushed  up  to  its  normal  situa- 
tion. 

In  some  cases  where  the  uterus  is  much  elevated,  it  maybe  felt  through 
the  abdominal  wall  above  the  pubes,  while  the  os  uteri  cannot  be  reached 
by  the  vagina.  The  urethra  may  be  elongated  or  drawn  to  one  side,  and 
the  bladder  may  also  be  displaced.  If  the  abdominal  tumor  and  the  pelvic 
portion  of  the  tumor  fluctuate,  while  the  uterus  does  not  much  exceed  its 
normal  dimensions,  it  is  almost  certain  that  the  uterus  is  adherent  to, 
and  is  elevated  by,  an  ovarian  tumor. 

2.  Examination  by  the  rectum  may  show  that  the  uterus  preserves 
its  normal  size,  shape,  and  position.  Or  it  may  be  displaced  by  some 
tumor  above  or  in  front  of  it,  and  one  or  both  ovaries  may  sometimes  be 
felt.     This,  however,  is  not  very  common,  if  they  are  not  enlarged  nor 


152  OVARIAN  TUMORS  AND  OVARIOTOMY. 

lower  in  the  pelvis  than  usual.  By  one  finger  in  the  rectum  and  another 
in  the  vagina,  the  consistence,  form,  and  size  of  any  intervening  structure 
can  he  ascertained,  and  valuable  information  so  obtained  ;  and  if  the  sound 
be  passed  into  the  uterine  cavity,  and  examination  then  be  made  by  the 
rectum,  it  is  often  easy  to  ascertain  whether  any  solid  or  fluid  tumor  is 
situated  between  a  normal  uterus  and  the  rectum,  or  whether  the  uterus 
is  fixed  and  its  posterior  part  enlarged. 

When  a  tumor  can  be  felt  in  the  pelvis  by  the  vagina  and  rectum,  as 
well  as  in  the  abdomen  by  the  abdominal  wall,  simultaneous  examination 
will  be  required  to  ascertain  if  there  is  more  than  one  tumor,  and  if  the 
uterus  is  independent  or  not.  Pressing  one  finger  firmly  on  the  cervix 
uteri,  and  moving  the  abdominal  tumor  with  the  other  hand  from  side  to 
side,  then  upward  and  downward,  the  uterus  may  be  felt  to  remain  almost 
unaffected  by  the  movement  of  the  tumor,  or  only  to  receive  some  trans- 
mitted movement  as  the  pelvic  portion  of  the  tumor  moves.  Here  the 
strong  probability  is  that  the  tumor  is  ovarian.  On  the  other  hand,  every 
movement  of  the  abdominal  tumor  may  be  communicated  immediately  to 
the  uterus,  which  is  felt  to  move  in  all  directions  with  the  pelvic  portion 
of  the  tumor.     If  this  is  solid,  it  is  almost  certain  that  the  tumor  is  uterine. 

Question  VII. — Is  not  the  fluctuation  due  to  a  distended 
bladder  f 

A  case  is  narrated  by  Dr.  Gooch,  in  which  a  distended  blad- 
der in  a  pregnant  woman  was  mistaken  for  an  ovarian  cyst ; 
and,  in  the  attempt  to  tap  it,  the  trocar  was  thrust  through  the 
abdominal  walls  into  the  uterus,  and  into  the  head  of  the  foetus. 

The  history  of  the  case  should  of  course  prevent  such  a  blun- 
der. There  is  also  dulness  in  such  a  case,  in  both  flanks,  and  the 
catheter  at  once  clears  up  the  diagnosis.  The  fact,  however, 
that  the  patient  supposes  that  she  has  passed  urine  freely,  might 
mislead.  In  a  case  reported  by  Dr.  G.  Hewitt,1  the  tumor  had 
existed  three  weeks,  and  was  not  tender  nor  fluctuating,  but 
quite  hard.  The  patient  stated  that  she  had  freely  passed  urine 
during  all  this  time.  The  case  had  been  regarded  as  one  of 
rapidly-developed  ovarian  cyst,  since  Kiwisch  had  seen  one 
increase  from  the  size  of  the  fist  to  that  of  the  head,  in  two  or 
three  weeks.  The  catheter,  however,  drew  off  six  pints  of 
urine,  and  the  tumor  disappeared.  I.  B.  Brown  also  records 
another  case  (p.  63),  in  which  this  instrument  gave  a  similar 
solution  of  the  difficulty.      The  force  of  the   axiom,  that  the 

1  "  Diseases  of  Women,"  p.  343. 


DIFFERENTIAL  DIAGNOSIS   OF  OVARIAN   TUMORS. 


153 


diagnostic  examination  of  an  abdominal  tumor  should  com- 
mence with  the  use  of  the  catheter,  is  illustrated  by  this  class  of 
cases. 

Finding  that  our  case  is  not  one  of  distended  bladder,  we 
next  inquire : 

Question  VIII. — Is  the  fluctuation  due  to  any  of  the  fol- 
lowing conditions  ? 


1.  Serous  Cyst  of  Broad  Ligament. 

2.  Encysted  Dropsy  of  Peritonaeum. 

3.  Dropsy  of  the  Fallopian  Tube. 

4.  Eenal  Cyst. 


5.  Hepatic  Cyst. 

6.  Pelvic  Abscess. 

7.  Splenic  Cyst. 


1.  Serous  Cyst  of  Broad  Ligament. — The  serous  cyst  of  the 
broad  ligament  is  rare  compared  with  ovarian  cyst,  is  of  slow 
growth,  and  occurs  most  frequently  in  young  persons.  Before 
tapping,  it  is  almost  invariably  taken  for  the  ovarian  cyst.  Un- 
like the  latter,  it  is  generally  cured  by  a  single  tapping,  and 
therefore  does  not  demand  extirpation,  though  exceptional 
cases  occasionally  occur. 

This  form  of  cyst  may  continue  a  long  time  without  derange- 
ment of  the  general  health,  and  is  seldom  fatal.  Its  differential 
diagnosis  may  be  stated  as  follows  : 

Differential  Diagnosis  of  Cyst  of  the  Broad  Ligament  and  Ovarian  Cyst. 


SEKOUS   CYST   OF   BROAD   LIGAMENT. 

Very  slow  growtb ;  rare ;  always 
monocystic. 

Mostly  in  young  persons. 

Expression  natural ;  not  much  ema- 
ciation. 

General  health  slightly  impaired — 
though  in  third  stage. 

Abdominal  veins  less  prominent. 

Fluctuation  remarkably  distinct. 

Uterus  lies  low,  generally. 

Per  vaginam,  fluctuation  very  clear. 
Fluid  contains  no   albumen,  and  is 

clear   as  spring-water.      (Specific 

gravity  1005.) 
Scarcely  ever  fills  after  tapping. 
Yery  seldom  fatal. 


OVARIAN   OTST — THIRD   STAGE. 

Common ;  growth  more  rapid  ;  two 

forms  of  cystoma. 
Occurs  at  all  ages. 
Expression  changed ;  emaciation. 

Decidedly  impaired. 

Veins  more  developed. 

Less  distinct. 

Not  depressed,   but    behind   tumor 

generally. 
Less  clear. 
Contains  much  albumen,  and  is  not 

perfectly    transparent.       (Specific 

gravity  1015  or  more.) 
Fills  again  after  tapping. 
Almost  always  fatal  at  last. 
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Subperitoneal  and  omental  serous  cysts  are  also,  very  rarely, 
met  with.  Their  early  history  alone  can  distinguish  them  from 
the  cyst  just  described.  And  this  and  the  characteristics  of  the 
contained  fluid  should  distinguish  them  from  ovarian  cysts. 
The  following  case  was,  however,  mistaken  for  an  ovarian  cyst, 
and  ovariotomy  was  commenced.  It  is  reported  in  The  Lancet 
for  1864,  p.  500  : 

The  patient  was  placed  under  the  influence  of  chloroform,  an  incision 
was  made  below  the  umbilicus,  and  the  sac,  or  what  appeared  to  be  the 
sac,  come  down  upon,  and  was  separated  by  the  hand  for  a  short  distance 
around.  It  was  now  punctured  with  a  trocar,  and  several  pints  of  clear, 
serous-looking  fluid  removed.  On  opening  up  this  sac,  it  was  found  to  be, 
not  the  wall  of  an  ovarian  cyst,  but  the  parietal  peritonaeum,  infiltrated 
with  solid  material,  which  thickened  and  raised  its  internal  surface  into 
nodular  elevations.  The  omentum  was  greatly  enlarged,  and  studded  with, 
or  rather  made  up  of,  clusters  of  hydatid-looking  growths,  which  varied 
in  size  from  the  size  of  swan-shot  to  that  of  a  grape.  Some  of  these  were 
cystic,  and  contained  a  clear  fluid;  they  could  be  most  readily  detached  from 
their  points  of  attachment.  Amass  of  these  nodules,  connected  with  the 
omentum,  was  seen  lying  in  the  right  iliac  fossa,  and  produced  the  enlarge- 
ment which  had  been  diagnosticated  as  a  collection  of  cysts  contained 
in  the  pedicle  of  the  ovarian  cyst.  The  operation  was  now  quickly  brought 
to  a  termination  by  closing  the  abdominal  incision  by  several  hare-lip  pins 
and  metallic  sutures.  Syncope  and  vomiting  set  in  shortly  after  the  opera- 
tion, and  continued  until  the  evening,  at  which  time  these  symptoms  dis- 
appeared, and  she  was  enabled  to  obtain  a  few  hours'  sleep,  and  afterward 
take  some  milk  and  arrow-root.  She  never  thoroughly  rallied,  but  gradu- 
ally sank,  and  expired  fifty  hours  from  the  time  of  operation.  Her  relatives 
would  permit  no  examination  of  the  body  to  be  made. 

The  grape-like  bodies  on  subsequent  examination  were  found  to  consist 
of  globular  cysts,  of  the  color  of  fat,  and  were  aggregated  in  masses  as  if 
thirty  or  forty  grew  from  a  common  point  or  centre.  The  interior  con- 
tained a  clear  watery  fluid,  which  would  not  coagulate  when  heat  was 
applied,  though  the  fluid  from  the  abdomen  did  coagulate  on  the  applica- 
tion of  that  test.  The  walls  of  the  cysts  were  tough,  and  curled  inward. 
On  scraping  the  interior,  and  placing  the  debris  under  a  microscope,  an 
abundance  of  large,  circular,  nucleated  cells  could  be  seen,  as  well  as 
numerous  spindle-shaped  ones. 

For  the  following  case  of  serous  cyst  of  the  broad  ligament 
I  am  indebted  to  Dr.  J.  C.  Nott,  of  New  York : 

Mrs.  D.,  aged  twenty-seven,  lymphatic  temperament,  lived  in  a  mala- 
rial region  in  Alabama,  and  had  suffered  much  from  intermittents. 

She  called  on  Dr.  Nott  in  Mobile,  in  1863,  having  a  tumor  which  he 
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diagnosticated  as  a  unilocular  ovarian  cyst,  arising  from  the  left  side.  He 
tapped  her  in  November  of  that  year,  drawing  off  about  two  gallons  of 
limpid  fluid,  not  tested.  In  August,  1865  (about  twenty  months  later),  she 
again  visited  him,  presenting  much  the  same  appearance ;  was  again  tapped, 
and  about  the  same  quantity  of  limpid  fluid  drawn  off.  Two  months  after 
this  tapping,  she  was  married,  and  in  May,  1867,  had  a  healthy  female  child, 
which  i6  still  living.  In  August,  1868,  she  had  an  abortion  at  about  six 
weeks,  previously  to  which  she  had  noticed  some  swelling,  but  only  for  a 
short  time.  This  swelling  increased,  and  she  came  to  New  York,  where 
Dr.  Nott  successfully  removed  the  cyst  in  October,  1869,  since  which 
time  she  has  enjoyed  good  health. 

The  cyst  was  balloon-shaped,  without  adhesions,  perfectly  smooth,  very 
slightly  vascular,  and  with  a  long,  membranous  pedicle.  The  cavity  of  the 
cyst  extended  down  with  so  sharp  an  angle  into  the  latter  tbat  the  liga- 
tures first  applied  were  found  to  include  about  one  inch  ot  the  cyst ;  and 
three  others  (silver  wire)  were  then  applied  lower  down,  and  the  part 
above  removed. 

2.  Encysted  Dropsy  of  the  Peritonaeum. — This  is  an  extremely 
rare  pathological  condition,  and  occurs  more  seldom  in  women 
than  in  men.  I  have  myself  met  with  but  two  instances,  one 
in  each  sex.  Boinet  has  seen  two  cases  in  men  and  one  in  a 
woman  (p.  1G9).  It  is  preceded  and  produced  by  peritonitis. 
The  fluid  lies  above  (in  front  of)  the  intestines,  the  latter  being 
bound  down  by  adhesions ;  and  sometimes  extends  over  the 
whole  anterior  aspect  of  the  abdomen,  being  divided  into  sev- 
eral divisions,  while  in  other  cases  it  is  bounded  by  narrow 
limits.  Depressions  are  sometimes  felt  on  the  surface  corre- 
sponding to  the  dissepiments,  if  there  be  any.  The  abdomen  is 
not  prominent,  but  flat.  Fluctuation  is  weak  and  limited,  and 
does  not  change  its  relations  on  changing  the  position  of  the 
patient.  It  does  not  interfere  with  respiration  or  digestion, 
like  an  ovarian  cyst,  and  is  never  attended  by  oedema  of  the 
lower  extremities,  or  enlargement  of  the  abdominal  veins.1 

Differential  Diagnosis  of  Encysted  Dropsy  and  Ovarian  Cyst. 

ENCYSTED   DROPSY. 

Is  extremely  rare.     Slow  increase. 
Preceded  by  attack  of  peritonitis. 
Features  natural.     Health  not  bad. 
No  dyspnoea,  or  deranged  digestion. 

1  Mr.  T.  S.  Wells  made  an  exploratory  incision  in  a  case  of  this  kind,  and  evacu- 
ated the  fluid.  The  patient  recovered. — "  Medico-Chirurgical  Transactions,"  vol. 
liv.,  case  5,  of  exploratory  incisions. 


OVABIAN   OYST — THIED   STAGE. 

Common,  and  grows  rapidly. 
Preceded  by  good  health. 
Features  peculiar.     Health  impaired. 
Both  are  decided  symptoms. 
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Abdomen  not  prominent,  at  points 
even  depressed. 

Veins  not  enlarged,  nor  lower  ex- 
tremities cedematous. 

Fluctuation  not  strong;  limited  in 
extent,  fluid  being  in  front  of  in- 
testines. 

Per  vaginam,  no  tumor  felt;  and 
generally  no  fluctuation. 

Uterus  in  place ;  sometimes  fixed  by 
adhesions. 

But  little  fluid  obtained  by  tapping. 

Fluid  has  characters  of  ascitic  fluid, 
and  flakes  of  fibrine. 


Everywhere  prominent. 


Veins  enlarged.  Extremities  not 
very  seldom  cedematous. 

Fluctuation  decided.  Intestines  on 
sides  of  cyst. 

Tumor  felt,  and  fluctuation. 

Behind  tumor,  generally. 

Larger  quantity  obtained,  or  very 
large. 

Has  other  .characters  ;  no  flakes  un- 
less there  has  been  inflammation 
of  the  cyst- wall. 

It  should  be  added  that  acute  tubercular  peritonitis  may 
simulate  an  ovarian  or  other  form  of  abdominal  tumor. 

3.  Dropsy  of  the  Fallopian  Tube  (Hydrosalpinx). — This  form 
of  dropsy  is  exceedingly  rare,  always  monocystic,  and  of  slow 
development  to  a.  size  requiring  surgical  interference  (p.  102). 
The  tumor,  lying  in  the  iliac  region,  feels  at  first  like  a  convo- 
lution of  intestine  ;  does  not  for  a  long  time  impair  the  general 
health ;  and,  in  some  instances,  the  fluid  escapes  at  intervals  per 
uterum  et  vaginam.  This  is,  indeed,  its  most  characteristic 
sign.  We  must  rely  mainly  on  the  history  of  the  case ;  for, 
when  the  cyst  has  attained  to  the  third  stage,  it  may  be  impos- 
sible to  distinguish  it  from  an  ovarian  monocyst.  It  refills  very 
slowly  after  tapping ;  its  fluid  contains  mucus,  and  but  little  al- 
bumen, and  usually  resembles  that  of  the  uterine  fibro-cyst 
more  than  that  of  an  ovarian  cyst.  Its  most  striking  points 
for  the  differential  diagnosis  are  the  following  : 

Differential  Diagnosis  of  Hydrosalpinx  and    Ovarian  Cyst. 


DEOPSY    OF   FALLOPIAN   TUBE. 

Very  rare ;  convoluted  at  first ;  mono- 
cystic. 

Of  very  slow  growth;  probably 
eight  or  ten  years  at  least. 

Health  not  early  impaired. 

Fluid  at  intervals  discharged  per 
vaginam.  It  is  generally  clear, 
but  varies ;  contains  mucus. 

Eefills  slowly  after  tapping. 


OVAEIAN   CYST — THIED    STAGE. 

Not     rare,    nor    convoluted;     two 

forms. 
Bapid  growth. 

Much  sooner  impaired. 
Not  thus  discharged.      It   contains 
albumen,  but  no  mucus. 

Fills  rapidly. 
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4.  Renal  Cyst. — If  a  correct  history  of  a  renal  cyst  can  be 
obtained,  it  should  exclude  the  idea  of  an  ovarian  cyst,  since  it 
arises  in  the  lumbar  region  and  extends  downward  toward  the 
pelvis.  Dr.  Bright  also  remarks  that  it  grows  more  in  front 
than  toward  the  loins.  Moreover,  some  symptoms  pointing  to 
the  kidney,  as  albuminuria,  low  specific  gravity  of  the  urine, 
alkalinity,  etc.,  have  usually  been  at  some  time  discernible. 
But  when  the  whole  of  one  kidney  has  been  invaded  by  the 
cystic  degeneration,  the  urine,  in  case  the  remaining  kidney  is 
still  healthy,  is  perfectly  normal.  Indeed,  it  has  been  found 
that  even  cancer  of  the  kidney  when  projecting  into  the  ureter 
may  not  give  off  cancer-cells  to  be  detected  in  the  urine. 

Mr.  T.  S.  Wells  reports  a  case  of  large  hydronephrosis  which 
he  mistook  for  an  ovarian  cyst,  and  attempted  to  remove,  but 
did  not  succeed.  There  was  no  albumen,  and  the  urinary  de- 
posits were  simply  urates,  mucus,  and  epithelium.  The  cyst 
had  been  tapped,  and  yielded  a  fluid  resembling  pea-soup.  The 
patient  died,  comatose,  thirty  hours  after  the  operation.1  He 
reports  two  other  cases  of  renal  cysts  in  which  a  correct  diagno- 
sis was  made  by  the  use  of  the  exploring  trocar,  and  a  micro- 
scopic examination  of  the  fluids  obtained. 

A  case  was  presented  to  the  Academy  of  Medicine  (Paris) 
by  M.  Behier,  of  a  large  renal  cyst  which  was  mistaken  for  an 
ovarian  cyst,  and  tapped  twice.  No  attempt  was  made,  how- 
ever to  remove  it,  and  after  death  both  ovaries  were  found  to 
be  healthy.8  Dr.  Schnettelig  also  reports  a  case,3  in  which  a 
similar  mistake  was  made,  and  the  cyst,  a  very  large  one,  re- 
moved, and  the  patient  died  on  the  second  day.  She  was  born 
with  a  large  abdomen.  "  The  swelling  increased  until  the  sev- 
enth year.  At  that  age,  and  three  years  afterward,  she  fell  on 
the  abdomen,  suffering  each  time  from  vomiting,  bloody  urine, 
and  other  inflammatory  symptoms.  Menstruation  appeared  in 
the  nineteenth  year,  and  was  regular.  The  swelling  had  in- 
creased rapidly  during  the  last  three  years.  She  had  been 
tapped  twice.  From  the  history  of  the  case,  a  tumor  of  the 
kidney  was  at  first  diagnosticated,  but  the  swelling  was  after- 

1  Dublin  Quarterly  Journal,  February,  1867,  pp.  139,  140. 

2  Ranking's  "Abstract,"  January,  1867,  p.  257. 

3  Archiv.fur  Gyncekol.,  1870,  p.  415. 
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ward  supposed  to  be  an  ovarian  cyst,  especially  on  account  of 
the  chemical  constituents  of  the  cyst-fluid  (cholesterine,  a  large 
quantity  of  paralbumen,  chlor- alkalies,  and  phosphates).  The 
error  was  discovered  at  the  post-mortem  examination."  Dr.  H. 
C.  Rose  reports  a  similar  error  in  diagnosis  in  the  fifty-first 
volume  of  the  "  Medico-Chirurgical  Transactions "  (1868).  I 
also  committed  a  similar  mistake  in  April,  1868,  except  that  in 
my  case  a  solid  renal  tumor  was  found.  It  was  removed,  and 
the  patient  died  of  peritonitis  fifty  hours  after  the  operation. 
In  this  case  the  tumor,  nearly  as  large  as  the  adult  human  head, 
gave  pseudo-fluctuation,  like  that  of  a  uterine  fibroid  (p.  144), 
and  which  had  deceived  several  of  the  most  distinguished  phy- 
sicians and  surgeons  of  this  city,  all  of  whom  concurred  in  pro- 
nouncing the  case  one  of  ovarian  cyst.  Even  after  the  mass 
was  exposed  this  idea  was  confirmed.  The  tumor  was  tapped 
with  a  negative  result,  after  which  I  decided  to  remove  it — the 
whole  organ  being  implicated  in  the  disease.  No  coma  super- 
vened, and  the  secretion  of  the  remaining  kidney  continued  co- 
pious till  death.  Here  was  no  history  of  any  antecedent  kid- 
ney-affection, and  no  abnormal  condition  of  the  urine  could  be 
detected. 

An  hydatid  cyst  of  the  right  kidney  was  mistaken  for  ovarian 
tumor  by  Spiegelberg,  and  removed,  with  a  fatal  result.1  The 
use  of  the  exploring  trocar  and  the  microscope,  which  would 
have  determined  the  real  nature  of  the  case,  was  omitted  by  an 
oversight,  since  he  is  an  expert  in  those  methods  of  diagnosis 
in  such  cases. 

Prof.  Simon,  of  Heidelberg,  has  successfully  removed  a 
diseased  kidney  in  two  instances,2  and  recently  this  has  been 
done  successfully  by  Dr.  J.  T.  Gilmore,3  of  Mobile,  Ala- 
bama. 

It  is  an  interesting  fact  that  the  floating  kidney  sometimes 
becomes  much  enlarged  by  disease,  cystic  or  otherwise,  thus 
increasing  the  difficulty  of  diagnosis.  Such  a  case  was  re- 
ported in  The  Lancet  (English  edition)  for  March  IS,  1865. 

I  here  reproduce  the  points  of  the  diagnosis  of  renal  cysts 

1  Archiv.  fur  Gynmkol.,  18*70,  p.  146. 

8  First  case,  see  Journal  of  Gyncecohgical  Society  of  Boston,  July,  1870,  p.  22. 

3  American  Journal  of  Obstetrics,  May,  1871,  p.  15. 
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which  may  guide  us  in  distinguishing  them  from  ovarian  cysts, 
as  stated  by  Mr.  Wells : 1 

1.  Although  intestine  is  sometimes  found  in  front  of  ovarian  tumors, 
and  sometimes  behind  movable  renal  tumors,  these  are  very  rare  excep- 
tions to  the  general  rule  that  renal  tumors  press  the  intestines  forward,  and 
ovarian  tumors  press  them  backward.  In  other  words,  ovarian  tumors 
are  in  front  of  the  intestines,  renal  tumors  are  behind  the  intestines. 

2.  Large  tumors  of  the  right  kidney  usually  have  the  ascending  colon 
on  the  inner  border  of  the  tumor.  Tumors  of  the  left  kidney  are  usually 
crossed  from  above  downward  by  the  descending  colon. 

3.  The  discovery  of  intestine  in  front  of  a  doubtful  abdominal  tumor 
should  lead  to  a  careful  examination  of  the  urine.  It  is  possible  that  one 
kidney  may  be  diseased  and  the  urine  quite  normal,  because  the  healthy 
kidney  alone  secretes  urine.  But  the  rule  is,  that  either  pus,  blood,  or 
albumen,  or  characteristic  epithelium,  is  detected — or  some  history  may 
be  elicited  of  its  being  detected  at  some  former  period. 

4.  If  any  doubt  be  entertained  whether  a  substance  felt  between  an 
abdominal  tumor  and  the  integument  be  or  be  not  intestine,  percussion 
may  not  solve  the  doubt,  because  the  intestine  may  be  empty  and  com- 
pressed. But  (a),  an  intestine  when  rolled  under  the  fingers  contracts  into 
a  firm,  cord-like,  movable  roll ;  (5),  the  patient  may  be  conscious  of  the 
gurgling  of  flatus  along  it,  or  the  gurgling  may  be  heard  on  auscultation ; 
(c),  the  intestine  may  be  distended  by  insufflation  after  passing  a  long 
elastic  tube  through  the  rectum. 

5.  Ovarian  and  renal  cysts  may  both  be  subject  to  great  alterations  in 
size.  "When  the  kidney  is  the  seat  of  disease,  the  fluid  usually  escapes  by 
the  ureter  and  bladder.  An  ovarian  cyst  can  only  empty  itself  through 
the  bladder  after  adhesion  and  a  fistulous  opening.  It  may  discharge 
through  the  Fallopian  tube  and  uterus,  or  into  an  intestine,  or  through  the 
coats  of  the  vagina.  In  either  case  the  physical  and  chemical  characters 
of  the  fluid  discharged  will  be  the  chief  guide  in  diagnosis. 

6.  If  a  correct  history  can  be  obtained,  it  may  be  expected  that  a  renal 
tumor  has  first  been  detected  between  the  false  ribs  and  ilium,  and  that  it 
has  extended  first  toward  the  umbilicus,  next  into  the  hypochondrium,  and 
lastly,  downward  toward  the  groin.  An  ovarian  tumor  has,  in  all  proba- 
bility, been  first  noticed  in  one  inguinal  or  iliac  region,  and  has  extended 
upward  and  inward. 

7.  It  is  only  a  very  small  ovarian  tumor,  with  a  long  pedicle,  which 
could  be  mistaken  for  a  floating  or  movable  kidney.  The  latter  may  be 
recognized  by  its  characteristic  shape,  though  it  is  often  so  misplaced  that 
the  hilum  is  turned  upward.  The  kidney  is  usually  felt  between  the  um- 
bilicus and  the  false  ribs,  and  may  be  pushed  upward  and  downward,  or 
laterally  to  a  varying  extent,  or  into  the  lumbar  region  to  the  normal 

1  Dublin  Quarterly  Journal,  February,  1867. 
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position  of  the  kidney.  "When  the  kidney  is  pushed  away  from  this  posi- 
tion, the  sound  on  percussion  becomes  tympanitic. 

8.  Just  as  renal  tumors  are  usually  associated  with  some  evidence  or 
history  of  hematuria,  calculus,  albuminuria,  nephritic  colic,  or  some  no- 
ticeable change  in  the  quantity  or  state  of  the  urine,  so  ovarian  tumors  are 
usually  associated  with  some  change  in  the  quantity  and  regularity  of  the 
discharge,  or  with  the  suffering  at  the  catamenial  periods,  and  with  some 
alteration  in  the  mobility  or  situation  of  the  uterus.  But,  as,  in  some  cases 
of  renal  disease,  the  urine  may  be  normal,  so  in  some  cases  of  ovarian  dis- 
ease there  may  be  nothing  abnormal  to  be  discovered  in  any  of  the  pelvic 
viscera,  or  in  their  functions. 

By  bearing  these  facts  in  mind,  an  accurate  diagnosis  may  be  made  in 
a  very  large  proportion  of  cases.  Some  rare  cases  of  exceptional  difficulty 
may,  however,  be  occasionally  expected.  Not  as  an  excuse  to  the  careless 
and  ignorant,  but  as  some  solace  to  others  who  have  erred  unwittingly, 
and  as  an  answer  to  some  who,  having  little  experience  of  the  difficulties 
of  actual  practice,  are  apt  to  speak  of  all  mistakes  as  inexcusable,  I  quote 
the  following  remark  of  one  of  the  greatest  clinical  teachers  of  any  age  or 
country — Bright :  "  I  have  known  the  enlarged  kidney  to  be  mistaken  for 
disease  of  the  spleen — of  the  ovary — of  the  uterus — and  for  a  tumor  de- 
veloped in  the  concave  part  of  the  liver;  nor  is  it  perhaps  possible,  by  the 
greatest  care  and  the  most  precise  knowledge,  altogether  to  avoid  such 
errors.1 

Differential  Diagnosis  of  Renal  Cyst  and  Ovarian  Monocyst. 

RENAL   CYST — THIRD   STAGE. 

Commences  above,  and  extends 
down  toward  pelvis. 

Very  rare,  and  very  slow  growth. 

History  shows  previous  renal  affec- 
tion. 

No  characteristic  expression  of  feat- 
ures. 

Unilateral  and  fixed  from  the  first. 

No  early  emaciation ;  early  oedema 
of  lower  extremities. 

Not  exactly  symmetrical  at  any  time. 

Intestine  lies  in  front  of  tumor ;  gas 
heard  or  felt  passing  through  it. 

No  catamenial  derangement. 


OVARIAN   OTST — THIRD    STAGE. 

Commences  in  pelvis. 

Common,  and  rapid  growth. 
No  such  history. 

Characteristic  expression. 

Unilateral  and  movable  at  first. 
Early  emaciation ;  oedema  late,  if  at 

all. 
Symmetrical  in  advanced  stages. 
Intestine  behind  the  tumor. 

Amenorrhcea. 


1  A  diseased  left  floating  kidney  was  mistaken  by  Dr.  Hall  Davis  and  Mr.  Law- 
son  for  an  ovarian  tumor.  The  latter  ascertained  the  real  nature  of  the  case  by 
an  exploratory  incision ;  death  on  third  day.  Tumor  four  and  a  half  by  three 
and  a  half  inches  in  diameter,  and  twelve  inches  long.  Descending  colon  and  sig- 
moid flexure,  behind  the  tumor. — {Edinburgh  Medical  Journal,  April,  1865,  from 
The  Lancet.) 
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Tumor  is  almost  always  reached. 
Fluid  highly  albuminous ;  no  calculi. 


Per  vaginam  —  tumor  may  not  be 
reached. 

Fluid  of  cyst  not  albuminous ;  some- 
times containing  calculi. 

Urine  usually  contains  pus,  blood,  or 
albumen. 


Urine    normal,   but    in    diminished 
quantity. 


5.  Hepatic  Cyst. — Since  an  hepatic  cyst  rises  in  the  hypo- 
chondrium  and  extends  downward,  its  history,  if  dated  from 
the  commencement,  will  at  once  show  that  the  tumor  in  question 
cannot  be  ovarian.  Fehr  remarks  that  the  hepatic  tumor  may 
be  traced  upward  to  the  liver,  the  patient  lying  on  the  back. 
This  history  failing,  we  may  still  remember  that  hepatic  develop 
far  more  slowly  than  ovarian  cysts ;  and  are  preceded  and  at- 
tended by  signs  of  organic  disease.  Large  hepatic  cysts  are 
very  frequently  hydatid  cysts ;  and  a  microscopic  examination 
of  the  fluid,  obtained  by  the  exploring  syringe  I  have  recom- 
mended (p.  116),  will  usually  detect  the  proofs  of  the  parasite. 
Prof.  J.  P.  White,  of  Buffalo,  informs  me  that  he  removed  such 
a  cyst,  weighing  forty-three  pounds,  supposing  it,  at  first,  to  be 
ovarian.     The  patient  survived  the  operation  but  a  few  hours. 

6.  Pelvic  Abscess. — Pelvic  abscess,  during  its  first  stage, 
i.  e.,  before  suppuration  has  occurred,  has  been  mistaken  for  a 
solid  ovarian  tumor,  as  it  has  afterward  for  an  ovarian  cystoma. 
But  it  is  ushered  in  by  swelling,  hardness,  tenderness  on  press- 
ure— in  a  word,  by  a  local  inflammation,  and  by  chilliness  in 
connection  with  the  suppuration.  The  enlargement  is  rapidly 
developed. 

In  ordinary  circumstances,  the  distinction  is  therefore  suf- 
ficiently clear  between  a  pelvic  abscess  and  an  ovarian  solid 
tumor,  or  cyst.  If,  however,  there  be  inflammation  and  suppu- 
ration of  the  cyst-wall,  more  discrimination  will  be  required — it 
being  understood  that  the  existence  of  the  cyst  had  not  been 
previously  ascertained.  A  suppurating  ovarian  cyst  or  Fallo- 
pian tube  is,  however,  more  liable  to  be  taken  for  a  pelvic 
abscess  than  the  latter  for  the  former.  Laumonier,  indeed,  in 
1776,  mistook  for  a  pelvic  abscess  an  inflammation  and  suppu- 
ration of  the  Fallopian  tube,  upon  which  the  ovary,  as  large 
as  an  egg,  rested,  and  incised  the  tube  accordingly.  He  then, 
without  any  necessity,  removed  the  ovary;  and  this  has,  by 
11 


162  OVARIAN  TUMORS  AND  OVARIOTOMY. 

some  writers,  as  will  be  seen  farther  on,  been  recognized  as  the 
first  operation  of  ovariotomy  ever  performed. 

Suppuration  in  an  ovarian  cyst  is  most  frequent  in  young 
persons ;  and  is  indicated  by  a  low,  continued  fever,  by  chills, 
a  feeling  of  lassitude  and  of  general  debility,  loss  of  appetite, 
and  sometimes  by  vomiting  and  diarrhoea.  These  last  two 
symptoms,  however,  do  not  generally  occur  unless  septicaemia 
sets  in.  There  is,  indeed,  hectic  fever,  with  pain  and  tender- 
ness on  pressure  in  the  cyst,  and  gradual  loss  of  flesh.  But,  in 
this  case,  the  patient  has  noticed  the  enlargement  before  the 
tenderness  and  pain  occurred ;  while  in  the  case  of  pelvic  ab- 
scess they  have  no  such  precursor. 

7.  Splenic  Cysts. — These  are  also  preceded  by  impaired  gen- 
eral health,  and  are  very  rare  and  of  slow  development.  They, 
of  course,  commence  in  the  left  hypochondrium,  and  extend 
down  toward  the  pelvis,  and  the  history  precludes  the  idea  of 
ovarian  tumor.  The  latter  is,  however,  sometimes  mistaken 
for  a  tumor  of  the  spleen. 

A  young  lady,  aged  twenty  years,  called  on  me  a  few  years 
since,  with  an  abdominal  tumor,  which,  after  examination,  I 
unhesitatingly  pronounced  an  ovarian  cyst  in  the  middle  of  the 
third  stage,  and  advised  ovariotomy  at  the  most  convenient 
time  within  one  or  two  months.  I  was  then  told  that  a  distin- 
guished physician  in  an  Eastern  city  had  pronounced  the  tumor 
a  cyst  of  the  spleen,  and  had  told  the  mother  of  the  young  lady 
not  to  allow  anybody  to  talk  to  her  about  removing  the  tumor, 
as  such  an  attempt  would,  of  course,  kill  her  daughter.  He 
based  his  diagnosis  mainly,  I  was  assured,  on  the  fact  that  the 
patient  had  an  attack  of  intermittent  fever  when  nine  or  ten 
years  old.  I  then  referred  the  mother  to  Dr.  "W.  L.  Atlee,  who 
confirmed  my  opinion  and  advice,  and  thus,  like  myself,  in- 
curred the  derision  of  the  first-mentioned  physician.  A  delay 
now  ensued  of  some  months,  during  which  time  several 
other  physicians,  who  gave  various  opinions,  were  consulted. 
At  length,  after  an  examination  by  a  surgeon,  a  peritonitis 
supervened,  which  for  several  weeks  so  jeopardized  the  patient's 
life  that  no  operation  was  thought  of;  till  at  last,  as  a  forlorn 
hope,  Dr.  Atlee  was  induced  to  remove  the  cyst.  This  was  done 
with  his  usual  dexterity  ;  it  being  a  case  uncomplicated,  except 
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by  the  peritonitis  and  its  results.  But  too  much  time  had  been 
lost,  and  the  patient  did  not  rally  from  the  operation.  Had  the 
physician  who  made  the  original  blunder  been  less  obstinate  in 
his  own  ignorance,  and  not  felt  it  his  duty  also  to  prejudice  the 
mother  against  any  opinion  which  might  differ  from  his  own, 
the  result  might  have  been  different.  I  do  not  think  I  have 
seen  a  more  promising  case  than  this  was  at  the  time  of  Dr. 
Atlee's  and  my  own  first  examination. 

I  have  received  from  Dr.  E.  P.  Bennett,  of  Danbury,  Con- 
necticut, the  report  of  a  case  in  which  a  "  floating  spleen  "  was 
mistaken  for  an  ovarian  fibroma.  The  tumor  had  existed  seven 
or  eight  years  subsequently  to  a  fall  on  the  edge  of  a  stair ;  did 
not  affect  the  general  health,  but  was  the  seat  of  a  dull,  painful 
sensation. 

On  opening  the  abdominal  cavity  Dr.  Bennett  found  "  the 
spleen,  about  twice  the  natural  size,  lying  in  the  left  iliac  re- 
gion, and  attached  to  the  stomach  and  intestines  by  long  bands 
of  areolar  tissue."  It  was  turned  out  of  the  abdominal  cavity, 
and  laid  upon  the  surface  of  the  abdomen  for  two  or  three 
minutes,  was  then  returned,  and  the  incision  closed.  Slight 
symptoms  of  inflammation  ensued,  but  soon  subsided.  But 
the  tumor  gradually  diminished,  and  finally  ceased  to  give  the 
patient  any  trouble.     She  was  about  thirty  years  old. 

Cysts  of  the  mesentery  and  the  omentum  (not  the  serous 
cysts  before  mentioned,  p.  154)  are  also  very  rarely  met  with  ; 
but  these  commence  at  points  too  high  for  an  ovarian  cyst,  and 
are  all  preceded  by  ill  health.  Thus  they  are  far  more  liable 
to  be  mistaken  for  an  hepatic,  than  for  an  ovarian  cyst. 

Mr.  T.  Bryant  reports  a  case  of  tumor  of  the  abdomen,  at 
first  thought  to  be  ovarian,  but  afterward  suspected  of  being 
hydatid.  An  incision  two  inches  long  was  made  into  the  cyst, 
and  its  hydatid  contents  discharged.     The  patient  recovered.1 

Having  decided,  from  our  investigation  thus  far,  that  neither 
of  the  preceding  pathological  conditions  exists  in  the  case  under 
consideration,  we  may  rationally  conclude  that  we  actually  have 
a  case  of  ovarian  cyst ;  and,  if  the  diagnosis  of  the  three  stages 
of  such  cysts,  as  given  on  page  120,  be  found  also  to  apply  to  the 
case,  we  have  attained  to  as  high  a  degree  of  certainty,  perhaps, 

1  Guy's  Hospital  Reports,  vol.  xiv. 
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as  the  present  state  of  science  admits, 
sary  to  decide,  so  far  as  may  be : 


And,  lastly,  it  is  neces- 


Question  IX. —  Which  of  the  three  kinds  of  ovarian  cyst 
is  the  one  under  investigation  f 

I  here  also  omit  the  solid  tumor  of  the  ovary,  and  refer  to 
page  127  for  its  diagnosis. 

The  characteristics  of  the  oligocyst  (and  monocyst),  the  poly- 
cyst,  and  the  dermoid  cyst,  have  been  specified  in  Chap.  II., 
Sec.  II.,  and  I  have  only  to  reproduce  them  here  in  a  more  con- 
cise form.  I  shall  confine  my  observation  also  to  the  third  stage, 
since  it  is  not  of  such  practical  importance  to  make  these  dis- 
tinctions with  the  greatest  possible  accuracy  in  the  second  stage. 
For  a  surgical  operation  is  seldom  to  be  thought  of  during  the 
second  stage,  as  has  before  been  stated.  The  following  synop- 
sis must  therefore  answer  our  present  purpose ;  and  it  will  also 
be  found  to  hold  good  for  the  second  stage,  except  in  a  few 
points  easily  modified  by  the  reader : 

Differential  Diagnosis  of  the  Three  Varieties  of  Ovarian  Cyst — Third  Stage. 


MOISTOOYST     AND     OLIGO- 
CYST. 

Slower    growth.     Not 

uncommon. 
Peculiar    expression 

comes  later. 
General    health    fails 

much  later. 
Abdomen  symmetrical; 

if    monocyst    salient, 

pointed. 
Enlargement  from  35  to 

45  inches. 
Surface  smooth  if  mono- 
cyst. 
Tumor  disappears  after 

tapping. 
(Edema    of    lower    ex- 
'    tremities    very  rare; 

abdominal  veins  less 

enlarged  and  later. 
Adhesions  less  common 

and  less  firm. 


POLTOTST. 

Eapid    growth.      More 

common. 
Comes  much  earlier. 

Fails  early ;  by  end  of 

second  stage. 
Not     symmetrical ;  not 

pointed. 

Sometimes  to  55  or  even 

78  inches. 
Lobulated  ;  irregular. 

Does  not  disappear. 

Yery  common.      Veins 
enlarged  early. 


Adhesions  the  rule,  and 
vascular. 


DERMOID    CYST. 

Congenital.    Very  slow. 

Very  rare. 
Latest  of  all. 

Very  late. 

Not  symmetrical. 


Smallest ;   generally  30 

to  40  inches. 
A  monocyst,  as  a  rule. 

Does  not  completely  col- 
lapse. 
Very  uncommon. 


Adhesions  not  very  rare. 
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Inflammation  of  cyst- 
wall  not  common. 

Ulceration  of  cyst-wall 
not  common. 

Spontaneous  rupture  not 
common. 

Amenorrhcea  comes 
later. 

Fluctuation  distinct,  and 
throughout  if  a  mono- 
cyst  ;  and  from  any 
point  to  all  others. 

Per  vaginam,  uterus  is 
higher,  and  the  fluctu- 
ation also. 

Pedicle  longer,  as  a  rule. 

Fluid  limpid,  amber, 
bluish,  or  greenish, 
viscid,  with  much 
albumen. 

Contains  epithelial 
scales,  cholesterine, 
and  fatty  granules, 
and  the  ovarian 
glomeruli. 

Exception.  —  An  oligo- 
cyst  of  but  two  or 
three  constituent 
cysts,  with  thin  parti- 
tions, may  give  all  the 
signs  of  a  monocyst. 


Not  so  common. 

More  common. 

Far  more  common. 

Comes  much  earlier. 

Less  distinct,  and    cir- 
cumscribed. 


Uterus  lower,  and  the 

fluctuation     also,    or 

none  at  all. 
Shorter  as  a  rule. 
Not   clear,  brownish, 

dense,    gelatinous,  or 

albuminous. 

Contains  also  blood-pig- 
ment and  blood-cor- 
puscles. 


Most  common,   propor- 
tionally. 
Most  common  of  all. 

Very  uncommon. 

Yery  late. 

Fluctuation    more     ob- 
scure. 


Uterus  lower  ;  fluctua- 
tion dull. 

N"o  rule. 

Light  color,  curdy,  no 
albumen,  partly  solu- 
ble in  ether. 

Contains  epithelial 
scales,  sebaceous 
matter,  crystals  of 
cholesterine,  hairs, 
etc.,  etc. ;  a  single  hair 
is  pathognomonic. 


CHAPTER  TIL 


DIAGNOSIS      OF      ADHESIONS,    LENGTH      OF     PEDICLE,     ETC.  ;    CARCI- 
NOMA ovarii;  and  tapping  as  an  add  ln  diagnosis. 

Having  decided  as  accurately  as  possible  which  of  the  three 
forms  of  ovarian  cyst  we  have  to  deal  with,  we  have  next  to 
inquire  whether  there  be  adhesions;  whether  the  pedicle  is 
favorable  for  the  operation  of  extirpation,  if  deemed  advisable  ; 
which  one  of  the  ovaries  is  affected ;  and  as  to  the  quality  of  the 
fluid  which  the  cyst  contains. 

SECTION  I. 

DIAGNOSIS   OF   ADHESIONS. 

Adhesions  are  mainly  due  to  inflammation  of  the  cyst-wall. 
Hence  any  preexisting  signs  of  such  inflammation  afford  a 
presumption  of  their  existence.  But  they  may  occur  indepen- 
dently of  this  process,  and  generally  exist  to  some  extent  in 
every  case  of  large  ovarian  cystoma.  Dr.  Keith  found  that  the 
worst  adhesions  he  encountered,  occurred  in  connection  with 
pregnancy.     I  here  also  speak  of  tumors  in  the  third  stage. 

It  is  always  impossible  to  detect,  without  laying  open  the 
abdominal  cavity,  any  adhesion  not  upon  the  anterior  and  lat- 
eral surface  of  the  tumor,  except,  perhaps,  in  a  few  cases  in  the 
first  and  second  stage.     We  can,  therefore,  never  be  certain 
of  the  non-existence  of  adhesions  in  any  case.     But  adhesions 
probably  do  not  exist,  at  least,  none  of  any  importance,  on  the  an- 
terior and  lateral  aspect  of  the  cyst,  in  the  following  conditions  : 
1.  If  the  tumor  bulges  between  the  recti  muscles  when  the 
patient  rises  suddenly  from  the  dorsal  decubitus,  with- 
out using  the  hands.     Dr.  F.  Bird  attached  much  im- 
portance to  this  sign. 
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2.  If  the  tumor  falls  an  inch  or  more  during  a  full  inspira- 

tion ;  or  if  the  muscles  are  seen  gliding  over  it. 

3.  If  it  can  be  moved  freely  up  and  down. 

4.  If  the  abdominal  wall  can  be  gathered  up  over  the  tu- 

mor, and  made  to  glide  from  side  to  side ;  or  the  tu- 
mor be  moved  freely  from  side  to  side. 

5.  If  the  cyst  falls  down  in  a  mass  toward  the  pelvis  after 

tapping,  or  forms  evident  folds. 

6.  If  ascites  coexists  with  the  tumor. 

1.  Oligocysts  and  monocysts  are  less  liable  to  adhesions. 
But  a  large  monocyst  is  probably  adherent  to  the 
omentum  at  least. 

8.  If  the  growth  is   very  rapid,  and  the  tumor  is  not  a 

polycyst. 

9.  If  the  tumor  is  a  dermoid  cyst. 

10.  If  no  signs  of  inflammation  have  been  observed. 

11.  Adhesions  are  rare  in  patients   with  thick  abdominal 

walls  (Boinet,  p.  367). 

1 2.  If,  on  making  a  small  exploratory  incision,  the  tumor  is 

seen  to  move  up  and  down  with  the  diaphragm,  there 
are  no  adhesions  (Dr.  F.  Bird). 

Exceptions. — There  may  be  pelvic  adhesions,  though  the  tumor  be 
movable  to  and  fro  above,  as  in  Dieffenbach's  case,  to  be  again  alluded  to. 
And  adhesions  may  coexist  with  ascites,  as  in  Dr.  Atlee's  211th  case.1 

The  existence  of  adhesions  is  inferred  from  the  following 
conditions : 

1.  If  the  tumor  does  not  bulge  between  the  recti  muscles, 

when  the  patient  rises  quickly,  as  specified  under  the 
first  condition  on  the  preceding  page.  With  Boinet, 
I  do  not  attach  any  importance  to  this  negative  sign. 

2.  If  tha  relations  of  the  upper  extremity  of  the  tumor  are 

not  changed  by  a  deep  inspiration. 

3.  If  it  be  absolutely  immovable. 

4.  If  the  abdominal  walls  cannot  be  moved  independently 

of  it. 

5.  If  its  position  be  not  changed  by  tapping.     Sometimes, 

after  tapping,  the  adhesions  may  be  felt. 

1  American  Journal  of  Medical  Sciences,  October,  18*70,  p.  431. 
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6.  If  the  tumor  be  a  polycyst,  and  ascites  do  not  coexist. 
1.  If  signs  of  inflammation  have  existed. 

8.  If  the  fluid  obtained  by  the  first  tapping  is  brownish,  or 

of  a  darker  color. 

9.  If  the  lower  extremity  of  the  tumor  remains  low  in  the 

pelvis ;  and  especially  if  the  uterus  is  at  the  same  time 
elevated. 

10.  If  pregnancy  has  occurred  since  the  commencement  of 

the  cyst,  or  now  exists  (Dr.  Keith). 

11.  If  the  uterus  is  in  front  of  the  cyst,  and  the  latter  has 

attained  to  the  third  stage.  Even  if  the  cyst  is  not 
felt,  per  vaginam,  in  the  pelvis,  pelvic  adhesions 
probably  exist  of  unusual  length. 

A  feeling  (first  noted  by  Dr.  Bright)  of  crepitation,  or  fric- 
tion, while  one  attempts  to  slide  the  abdominal  parietes  over  an 
ovarian  tumor,  has  been  held  to  indicate  adhesion  in  the  form 
of  short  and  slender  bands  at  that  point.  It  is,  however,  a  sign 
to  be  very  cautiously  interpreted.  I  have  seen  such  adhesions 
in  connection  with  it ;  but  sometimes,  as  in  a  case  recently  seen 
by  me  in  consultation  with  Dr.  Emmet  at  the  Woman's  Hospi- 
tal, it  was  due  simply  to  a  roughness  of  the  external  surface  of 
the  tumor.  Generally  it  shows  that  the  walls  of  the  abdomen 
may  move  upon  the  tumor  at  that  point,  and  therefore  indicates 
that  there  are  no  adhesions.  The  roughness  suggests  a  previ- 
ous peritonitis. 

It  is  also  very  generally  assumed,  as  an  objection  to  para- 
centesis, that  we  are  to  expect  adhesions  at  the  site  of  a  previ- 
ous tapping.  This  assumption  will  not,  however,  in  the  case  of 
monocysts,  bear  examination.  If  we  were  to  imagine  the  most 
unfavorable  condition  of  all  for  adhesion  to  occur  between  such 
a  tumor  and  the  abdominal  wall,  or,  rather,  that  in  which  adhe- 
sion would  be  impossible,  it  would  be  precisely  that  which  is 
produced  at  once  by  tapping.  If  the  two  surfaces  interested 
were  not  previously  adherent,  but  only  in  contact,  they  are  at 
once  entirely  separated,  and  are  not  again  brought  into  con- 
tact for  weeks  or  months,  till  the  cyst  refills,  and  the  inflam- 
mation, if  any  has  occurred  at  the  site  of  the  puncture,  has 
entirely  subsided.  Besides,  all  ovariotomists  of  much  experience 
have  removed  ovarian  cysts  which  had  been  repeatedly  tapped, 
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and  found  that  no  adhesions  existed.  This  was  the  fact  with 
one  of  Dr.  F.  Bird's  cases,  the  patient  having  been  ten  times 
tapped.1  If,  therefore,  we  find  adhesions  at  the  site  of  a  previous 
tapping,  we  are  to  infer  that  they  existed  before  the  tapping,  or 
occurred  subsequently,  but  independently  of  it.  They  also  oc- 
cur at  the  same  point  in  cases  not  tapped. 

If  it  be  objected  that,  in  case  of  polycysts,  no  such  separa- 
tion of  the  surfaces  interested,  as  I  have  supposed,  may  occur 
after  tapping,  I  remark  that,  if  it  be  so,  the  cause  must  be  either 
that  the  surfaces  are  already  adherent,  or  that  the  cyst  is  not 
materially  diminished  by  the  tapping.  The  first  of  these  con- 
ditions certainly  does  not  tell  against  my  position  ;  while,  on 
the  other  hand,  a  polycyst  should  never  be  tapped,  as  a  pallia- 
tive measure,  unless  we  feel  assured  that  its  size  may  thus  be 
notably  reduced.  It  will  be  seen  that  inflammation  of  a  dan- 
gerous form  is  very  often  produced  by  tapping  in  case  of  a 
polycyst ;  and  this  is  the  reason  why  it  should  not  be  practised, 
and  not  because  adhesions  may  ultimately  result.2 

But  no  adhesions  are  to  be  regarded  as  a  bar  to  ovariotomy, 
provided  they  can  be  overcome  and  detached  without  injury  to 
the  adhering  organ. 

It  may  be  added  that  serous  cysts  of  the  broad  ligament  are 
not  adherent,  while  uterine  fibro-cysts  frequently  are  ;  and  some- 
times by  fine,  columnar  bands,  resembling  the  chordae  tendi- 
neae  of  the  ventricles  of  the  heart.  A  serous  cyst  was  treated 
by  I.  B.  Brown  by  tapping  and  subsequent  pressure,  with  an 
apparent  recovery  for  three  and  a  half  years.  It  then  began 
to  enlarge  again,  and  was  removed  by  gastrotomy.  But  no  ad- 
hesions had  been  produced  by  the  tapping  and  the  pressure 
combined.3     It  had  a  broad  pedicle. 

SECTION"  II. 

DIAGNOSIS   OF   THE   LENGTH   OF   THE   PEDICLE. 

It  has  been  shown  that  no  ovarian  tumor  has  a  pedicle  at 
first,  but  that  it  is  acquired  as  the  tumor  grows  larger.  The 
same  is  also  true  of  serous  cysts  of  the  broad  ligament,  and 

1  Medical  Times,  November  4,  1843. 

2  See  section  on  tapping  as  a  palliative  measure. 

3  The  Lancet,  1865,  p.  260. 
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most  frequently  they  do  not  become  pediculated  at  all.  ISTor 
can  the  uterine  fibro-cystoma  become  pediculated  unless  it  be 
of  the  subperitoneal  variety. 

It  is  impossible  to  ascertain  the  length  of  the  pedicle  of  an 
ovarian  cyst  with  precision;  but  certain  conditions  may  be 
noted  which  afford  strong  grounds  of  probability.  I  have, 
however,  in  a  few  instances  been  able,  immediately  after  tap- 
ping a  large  monocyst,  distinctly  to  feel  the  pedicle  through  the 
attenuated  and  collapsed  abdominal  walls,  while  the  uterus  was 
brought  forward  and  held  firmly  by  the  uterine  sound.  It  is  a 
matter  of  great  practical  importance  to  ascertain  approximately 
the  length  of  the  pedicle,  since  upon  it  may  depend  the  success 
of  ovariotomy  in  the  case.  M.  Tixier,  of  Strasbourg,  has  pub- 
lished a  paper  l  upon  "  The  Pedicle  and  its  Treatment  after 
Ovariotomy,"  from  which  I  make  the  following  extract : 

We  have  hitherto  heen  able  to  diagnosticate,  with  almost  perfect  cer- 
tainty, three  varieties:  the  long,  the  short,  and  the  twisted  pedicle. 

1.  The  Long  Pedicle. — The  abdomen  has  a  peculiar  aspect,  the  form 
"  en  besace."  The  hypogastric  region  of  the  abdominal  wall  is  applied 
to  the  internal  surface  of  the  thighs,  and  the  ovarian  tumor,  forcibly  pro- 
jected forward,  seems  to  be  removed  from  the  superior  entrance  of  the 
pelvis.  A  vaginal  examination  reveals  an  elevation  of  the  cervix  uteri, 
and  the  index-finger  passed  into  the  pelvic  excavation  does  not  meet  with 
the  tumor  at  any  point.  The  uterus  is  more  movable,  and  can  be  readily 
displaced.  These  symptoms,  collectively,  induce  the  presumption  that 
there  is  an  elongated  condition  of  the  broad  ligament  and  the  Fallopian 
tube  ;  a  condition  favorable  for  carrying  the  pedicle  through  the  abdominal 
incision. 

Exception. — Sometimes  the  cyst  is  adherent  to  the  uterus,  and  is 
therefore  carried  up  with  the  uterus,  the  pedicle  still  being  short.  This 
condition  obtained  in  one  of  Koeberle's  and  one  of  my  own  cases  of 
ovariotomy. 

2.  The  Short  Pedicle. — The  existence  of  the  short  pedicle  may  be  as- 
sumed in  the  presence  of  the  following  symptoms :  in  the  first  place,  the 
form  of  the  abdomen  differs  from  that  described  above ;  a  lateral  extension 
is  observed,  without  pronounced  prominence  of  the  median  portion.  In 
attempting  to  introduce  the  tip  of  the  finger  between  the  tumor  and  the 
pubes,  the  surgeon  feels  through  the  skin  that  the  growth  passes  into  the 
pelvic  excavation ;  its  base  seems  to  be  seated  over  the  pelvic  opening. 
The  vaginal  touch  denotes  a  sinking  of  the  cervix  uteri,  and  a  more  or  less 

1  Archives  Gen.  de  Med.,  Juillet,  1870  ;  and  Ranking's  "Abstract,"  January, 
1871. 
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pronounced  immobility  of  the  uterus.  If  the  pelvic  excavation  be  then 
explored  with  the  finger,  it  is  found  not  to  be  free,  and  that  certain  parts 
of  the  tumor  are  contained  -within  it.  In  the  presence  of  these  facts,  the 
surgeon  may  assume  that  there  is  a  greater  or  less  degree  of  shortening  of 
the  pedicle. 

3.  The  Twisted  Pedicle. — At  first  sight  this  torsion  seems  difficult  to 
determine.  It  may,  however,  under  certain  conditions,  be  diagnosticated 
with  greater  certainty  than  the  two  preceding  varieties.  Its  existence  may 
be  concluded  whenever  the  following  symptoms  have  been  observed: 

The  patient  experiences  at  intervals  very  acute  pains,  radiating  down- 
ward to  the  vein  (?)  corresponding  to  the  affected  ovary,  and  upward  to  the 
lumbar  region  on  the  same  side.  These  pains  are  excited  by  labor  and 
fatigue.  They  come  on  also  when  the  patient  is  in  bed,  and  when  she 
wishes  to  change  her  position.  The  patients  also  complain  of  very  strong 
uterine  cramps  analogous  to  those  occasioned  by  deligation  of  the  pedicle. 
The  cystic  fluid  is  more  or  less  deep  in  color,  presenting  an  haemorrhagic 
appearance.  The  touch  in  these  cases  gives  no  precise  indication.  One 
can  only  acquire  the  idea  of  the  existence  of  an  habitually  long  and  thin 
pedicle  in  cases  of  this  kind. 

All  the  cases  thus  far  reported  of  twisted  pedicle,  except 
one  (p.  80),  have  been  solid  tumors  of  the  ovary.  This  accident 
is,  therefore,  a  very  rare  one. 


SECTION  III. 

DETEKMINATION   OF    THE    OVAEY   AFFECTED    BY   CYSTIC   DEGENEKATION,    AND 
OF   THE   QUALITY   OF   ITS   FLUID. 

1.  Determination  of  the  Ovary  affected. — It  is  impossible  to 
ascertain  with  certainty,  after  the  cyst  has  passed  the  middle  of 
the  second  stage,  which  of  the  two  ovaries  is  affected,  except  in 
a  very  few  instances ;  and  only,  so  far  as  I  am  aware,  by  the 
manipulation  immediately  after  tapping  (and  in  the  case  of  a 
monocyst),  which  I  have  described  under  the  preceding  head, 
for  ascertaining  the  length  of  the  pedicle.  Of  course,  the  same 
examination  will  show  from  which  side  of  the  uterus  the  pedi- 
cle rises,  and  thus  which  ovary  is  affected  by  the  disease.  I 
have  thus  been  able  to  answer  this  question,  in  case  of  a  few 
large  monocysts  ;  for,  the  more  the  abdominal  walls  have  been 
distended  and  thinned  before  the  tapping,  the  more  easy  to 
ascertain  the  fact  in  this  respect. 

So  far,  however,  as  the  operation  of  ovariotomy  is  concerned, 
this  question  is  of  no  practical  importance,  until  the  pedicle  is 
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actually  reached  in  the  progress  of  the  operation.  But,  in  case 
of  treatment  by  iodine  injections,  it  is  a  matter  of  great 
moment  to  decide  beforehand  from  which  side  the  cyst  origi- 
nated. And  this  can  be  determined  very  conclusively  in  the 
first  stage,  and  generally  also  during  at  least  the  first  half  of 
the  second  stage. 

During  the  first  stage  the  vaginal  touch  detects  th^e  cyst 
lying  mostly  on  the  side  of  the  pelvis,  whence  it  originated, 
whether  it  be  an  oligocyst  or  a  polycyst.  Boinet  states  that 
the  sound  now  shows  also  that  the  body  of  the  uterus  is  drawn 
toward  the  affected  side,  since  the  diseased  ovary  drags  it  in 
that  direction,  and  thus  causes  the  cervix  to  be  turned  toward 
the  unaffected  side.  I  am  positive  I  have  found  the  reverse  of 
this  to  obtain  in  most  instances,  viz. :  that  the  body  of  the 
uterus  leans  toward  the  unaffected  side,  while  the  cervix  is 
drawn  to  the  affected  side. 

In  the  second  stage,  if  the  cyst  rises  freely  out  of  the  pelvis, 
the  patient  will  be  able  to  say  on  which  side  she  first  perceived 
the  enlargement ;  and  for  a  time,  till  the  third  stage  is  ap- 
proached, the  sound  and  the  vaginal  touch  may  decide,  even  if 
a  portion  of  the  lower  extremity  of  the  cyst  still  remains  low  in 
the  pelvis. 

We  cannot  at  all  rely  on  the  rational  signs  in  deciding  which 
ovary  is  affected.  In  Dr.  Atlee's  first  case  of  ovariotomy  the  left 
ovary  was  affected,  though  all  the  symptoms  pointed  to  the  right.1 

2.  Determination  of  the  Quality  of  the  Fluid. — This  is  also  a 
subject  equally  unimportant  to  the  ovariotomist,  with  the  pre- 
ceding, except  so  far  as  it  sheds  light  upon  the  diagnosis ;  and 
the  method  of  obtaining  a  sufficient  amount  of  fluid  for  that 
purpose  has  already  been  explained. 

If,  however,  the  question  of  treatment  of  the  cyst  by  iodine 
injection  be  under  consideration,  the  determination,  in  advance, 
of  the  character  of  the  contained  fluid,  is  of  paramount  impor- 
tance ;  since  no  one  would  propose  this  treatment  except  for 
monocysts  with  clear  serous,  or  sanguineous,  or  purulent  con- 
tents. Boinet,  therefore,  gives  the  signs  of  these  particular 
forms  of  fluid,5  which  I  here  repeat ;  it  being  supposed  that  the 
diagnosis  of  ovarian  cyst  is  already  made : 

1  American  Journal  of  Medical  Sciences,  July,  1844,  p.  60.       2  Pages  138,  139. 
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1.  If  the  fluid  is  clear  serous,  or  sero-sanguineous,  the  fluctua- 

tion is  neat  and  distinct,  almost  as  in  ascites.1 

2.  If  purulent,  fluctuation  is  less  distinct,  and  there  have 

"been  tenderness  of  the  cyst,  fever,  and  loss  of  appetite, 
indicating  inflammation. 

3.  If  the  fluid  is  dense,  thready,  gelatinous,  fluctuation  is 

dull  and  indistinct,  as  felt  usually  in  polycysts. 

Exception. — A  monocyst  is,  very  rarely,  found  filled  with  a  gelatinous 
fluid  so  dense  that  it  will  not  flow  at  all  through  a  canula  of  the  largest 
size,  but  which  gives  a  fine  tremor  on  percussion,  which  even  an  expert 
might  mistake  for  the  fluctuation  of  ascites,  or  a  serous  fluid  in  a  monocyst. 
I  have  had  the  care  of  a  single  case  of  this  kind,  and  have  seen  another 
in  consultation  with  Dr.  Thomas.  In  neither  instance  was  the  nature  of 
the  case  suspected  till  the  trocar  was  thrust  into  the  cyst.  At  the  opera- 
tion of  ovariotomy,  the  colloid  contents  were  scooped  out  by  the  hand  in 
both  instances.     Boinet  also  relates  a  similar  case. 


SECTION  IV. 

THE   DIAGNOSIS   OF   OVAKIAN   OTSTS    AS   AIDED   BY   TAPPING. 

Paracentesis  abdominis  may  be  resorted  to  in  connection 
with  ovarian  cysts,  with  three  entirely  distinct  intentions : 

1.  As  an  aid  to  diagnosis. 

2.  As  palliative  treatment. 

3.  With  a  curative  intention,  when  followed  by  other  treatment. 

The  two  last-mentioned  applications  of  this  operation  will 
be  discussed  in  a  future  section. 

It  is  remarked  by  Nussbaum  that  tapping  is  too  dangerous 
a  procedure  to  be  resorted  to  for  diagnostic  purposes ;  while 
Boinet  advises  it  in  all  cases,  to  make  the  diagnosis  certain,  as 
having  nothing  "  grave "  in  it.  But  we  must  discriminate. 
Tapping  for  the  removal  of  an  ascites  is  never  to  be  regarded 
as  a  dangerous  operation,  though,  in  very  rare  instances,  serious 
consequences  have  ensued,  and  generally  from  hsemorrhage. 
Tapping  an  ovarian  monocyst  is  not  a  dangerous  operation,  but 

1  Kceberle  states  that  if  the  fluid  is  not  clear,  and  the  patient  is  emaciated,  it 
is  found,  on  placing  the  latter  in  a  dark  place,  and  throwing  a  light  in  the  direction 
of  the  linea  alba,  that  it  does  not  show  a  transparency  of  the  abdomen. — "  Opera- 
tions  d'Ovariotomie,"  p.  3,  note. 
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attended  by  more  risk,  in  ways  which  will  be  explained  farther 
on,  than  the  preceding  operation.  But  tapping  a  polycyst  is  a 
very  dangerous  operation,  and  which  should  never  be  performed 
except  for  diagnostic  jpurjioses.  This  last  statement  of  course 
requires  explanation. 

1.  It  may  aid  the  diagnosis  in  a  case  of  ascites  with  sus- 
pected ovarian  tumor,  and  with  perhaps  also  a  uterine  fibroid, 
to  remove  the  ascitic  fluid  by  paracentesis,  when  the  diagnosis 
is  easily  made,  and  without  danger.  Or  the  same  may  be  done 
in  case  of  large  ascitic  accumulation  with  a  small  ovarian  tumor 
supposed  to  be  carcinomatous,  in  order  if  possible  to  settle  the 
question  of  malignancy.  Pregnancy  with  ascites  may  be  mis- 
taken for  ovarian  tumor  till  the  trocar  unmasks  the  foetal  sounds 
and  movements  by  removing  the  fluid  which  concealed  them. 
In  some  cases  it  is  very  difficult  to  distinguish  between  ascites 
and  even  ovarian  monocyst,  even  after  all  that  has  been  said  in 
the  sections  on  diagnosis,  until  the  trocar  decides  that  the  sup- 
posed ascites  is  or  is  not  so. 

In  all  these  cases  we  purposely  perform  paracentesis  for  a 
supposed  ascites.  There  is  no  danger  from  admitting  a  small 
amount  of  air  into  the  peritoneal  cavity,  and  expelling  it  again  ; 
none  from  the  contact  of  the  fluid  with  the  peritonaeum,  for  it 
has  previously  been  in  such  contact.  The  only  risk  is  from 
haemorrhage  from  puncturing  a  vessel  in  the  abdominal  walls — 
a  very  uncommon  accident. 

If,  therefore,  a  tumor  remains  after  the  supposed  ascitic  fluid 
is  withdrawn,  it  may  be  an  ovarian  cyst,  pregnancy,  a  uterine 
tumor,  or  an  hepatic,  splenic,  or  renal  cyst.  And,  if  an  ovarian 
cyst  had  really  been  tapped  instead  of  the  peritoneal  cavity,  the 
other  may  prove  to  be  a  second  ovarian  tumor.  The  principles 
of  diagnosis  already  given  must  decide ;  it  being  remembered 
that  a  case  of  ascites,  though  many  times  tapped,  has  still  been 
mistaken  for  ovarian  cyst  (p.  133). 

2.  It  may  be  advisable  to  tap  a  monocyst,  to  determine  the 
existence  or  non-existence  of  extensive  adhesions,  or  whether  it 
be  a  dermoid  cyst,  if  the  small  exploring,  syringe  should  not  set- 
tle this  question.  And  in  some  cases  this  may  be  the  only 
method  of  completing  the  differential  diagnosis  of  ovarian 
cyst  and  uterine  fibro-cyst.     Again,  it  may  decide  the  question 
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between  the  serous  cyst  of  the  broad  ligament  and  the  ovarian 
monocyst,  and,  at  the  same  time,  produce  a  permanent  cure  of 
the  former,  should  it  not,  as  is  most  probable,  refill. 

Here,  however,  three  additional  dangers  are  superadded  to 
the  operation  :  viz.,  from  haemorrhage  from  a  vessel  punctured 
in  the  cyst ;  from  inflammation  supervening  in  the  cyst ;  and 
from  peritonitis  in  consequence  of  the  escape  of  the  fluid  from 
the  cyst  into  the  peritoneal  cavity.  The  first  accident,  how- 
ever, is  very  rare,  since  the  wall  of  a  monocyst  at  the  point  of 
tapping  is  seldom  very  vascular.  Inflammation  of  a  monocyst, 
from  tapping,  is  also  rare  for  the  same  reason.  And,  so  long  as 
the  fluid  of  a  monocyst  remains  clear  and  serous,  though  highly 
albuminous,  it  has  no  decidedly  irritating  effect  upon  the  peri- 
tonaeum. If,  however,  it  has  become  purulent,  or,  from  any 
other  quality,  irritating  to  the  peritonaeum,  peritonitis  will  be 
the  almost  certain  result  of  its  admission  into  the  peritoneal 
cavity.  This  accident  may,  however,  be  prevented  almost  cer- 
tainly, by  adopting  the  precautions  which  will  be  specified  in 
the  section  on  tapping  as  a  palliative  measure. 

Tapping  a  monocyst,  therefore,  under  the  most  favorable 
circumstances,  is  not  a  decidedly  dangerous  operation,  though  it 
is  by  no  means  unattended  by  risk.  I  once  lost  a  patient  with- 
in forty-eight  hours  after  tapping  a  monocyst,  apparently  from 
mere  shock.  The  cyst  was  filled  with  a  colloid  substance  so 
dense  that  it  would  not  flow  through  the  largest-sized  canula, 
and  but  very  little  was  obtained  by  the  operation. 

3.  But  tapping  a  polycyst  is  always  a  dangerous  operation, 
since  it  includes  the  three  risks  of  the  preceding  one,  and  each 
one  of  them  in  a  highly-exaggerated  degree.  For,  the  cyst- 
wall  being  far  more  vascular,  both  haemorrhage  from  the  punc- 
ture, and  inflammation,  are  far  more  liable  to  ensue.  Indeed, 
the  latter  often  occurs,  as  has  been  seen,  in  polycysts,  when  no 
exciting  cause  can  be  assigned.  And  the  fluid  of  a  polycyst  is 
generally  of  such  an  irritating  character  as  very  constantly  to 
produce  peritonitis  if  it  come  in  contact  with  the  peritonaeum. 
Hence  the  spontaneous  rupture  of  a  polycyst  is  almost  always 
fatal,  unless  the  ovariotomist  comes  promptly  to  the  patient's 
rescue. 

None  but  a  very  imperative  reason  should  therefore  induce 
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the  surgeon  to  tap  a  polycyst ;  and  I  think  it  should  never  be 
done  at  all,  unless  he  is  prepared  promptly  to  remove  the  cyst 
by  ovariotomy,  if  the  explorative  tapping  demonstrates  that 
hie  actually  has  a  polycyst  to  deal  with. 

In  case,  then,  we  have  to  settle  the  question  between  a  renal 
or  perhaps  an  hepatic  cyst  on  the  one  hand,  and  an  ovarian 
polycyst  on  the  other,  and  the  differential  diagnosis,  after  re- 
sorting to  all  other  means,  is  still  obscure,  it  is  justifiable,  dan- 
gerous as  is  the  operation  in  case  it  prove  to  be  the  latter,  to 
tap  the  cyst — the  understanding  being  that,  if  it  prove  to  be  a 
polycyst,  it  shall  be  without  delay  removed.  And  in  such  cir- 
cumstances alone  should  a  polycyst  be  tapped. 

SECTION   Y. 

EXPLOEATOKY   INCISION  AND   PTTNCTTJEE   IN   AID   OF   DIAGNOSIS. 

We  have  here  to  distinguish  between  exploratory  incisions 
and  cases  of  unfinished  ovariotomy.  In  the  latter,  the  operator 
proceeds,  after  he  has  made  the  incision,  on  the  presumption  that 
he  will  remove  the  tumor,  until  he  feels  compelled  by  some 
obstacle  to  desist.  He  has,  therefore,  done  something  more  than 
the  making  of  the  incision,  and  the  patient  is  thus  left  in  a  con- 
dition which  in  a  large  minority  of  the  cases  proves  fatal.  In 
the  appendices  to  his  third  and  fourth  one  hundred  cases  of 
ovariotomy,  Mr.  Wells  reports  thirteen  cases  unfinished,  of 
which  five  recovered,  seven  died,  and  the  remaining  one  also 
died  a  few  weeks  after.  I.  B.  Brown  reports  eight  cases,  of 
which  seven  died.  Dr.  Keith  had  but  one  case  (his  sixtieth), 
the  patient  being  in  good  health  two  years  afterward.  Of  Mr. 
Phillips's  collection  of  fifteen  cases  of  unfinished  ovariotomy, 
nine  recovered.  Of  the  sixty  cases  recorded  by  Dr.  R.  Lee, 
forty-one  recovered  and  nineteen  died.  Dr.  Churchill's  table 
included  ten  cases  of  unfinished  ovariotomy,  of  which  five 
recovered  and  five  died.1 

The  less  there  is  done  in  addition  to  making  the  incision, 
the  better  the  chance  for  recovery  : 

1.  An  exploratory  incision,  on  the  other  hand,  is  cautiously 
made  in  a  doubtful  case,  and  with  the  express  understanding 

1  London  Medical  Gazette,  May,  1846,  p.  916. 
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that  the  tumor  may  be  other  than  an  ovarian  cyst,  and  that  the 
incision  shall  be  closed  without  further  proceeding,  in  case  it 
settles  the  diagnosis  adversely  to  the  supposition  upon  which  it 
was  made.  Mr.  TYalne  first  practised  it  in  November,  1842. 
He  remarks :  "  I  introduced  the  tentative  incision  in  my  first 
operation,  which  I  have  since  uniformly  resorted  to,  and  of 
which  other  operators  have,  by  adopting  it,  shown  their  appre- 
ciation. ...  In  making  use  of  it,  the  eye  and  the  finger  are 
both  serviceable."  He  made  it  one  and  a  half  inch  long,  or 
more.1  It  proves  not  to  be  a  dangerous  procedure,  in  most  of 
the  cases  in  which  it  is  justifiable.  Kceberle  states  that  three- 
fourths  of  the  cases  recover  from  it,  though  he  thinks  explora- 
tory incisions  have  been  abused,  by  some  American  and  English 
surgeons. 

When,  therefore,  all  the  preceding  methods  fail  to  establish 
the  diagnosis,  it  may  be  justifiable  to  make  an  incision  through 
the  abdominal  walls,  one  inch  (orttwo  if  required)  in  length,  for 
that  purpose. 

Cases  of  attempted  ovariotomy,  in  which  no  tumor  at  all 
is  found,  generally  recover  promptly,  since  no  further  violence 
is  done  after  the  incision  shows  that  there  is  no  call  for  farther 
interference.  Of  five  cases  of  this  kind  reported  by  Mr.  Phil- 
lips, all  recovered.  Death,  however,  not  very  seldom  results, 
as  might  be  expected.  Of  eight  such  cases  collected  by  Dr. 
Churchill,  four  recovered,  and  four  died. 

Still  less  dangerous,  however,  is  the  making  a  short  incision 
(one  to  one  and  a  half  inch),  as  I  have  already  specified,  for 
the  express  purpose  of  introducing  the  finger,  or  the  steel 
sound,  to  ascertain  the  character  of  the  tumor,  and  the  presence 
or  absence  of  adhesions — provided,  always,  that  the  patient's 
general  health  is  not  too  much  depressed.  Of  Dr.  TV.  L.  Atlee's 
two  hundred  and  twenty-two  collected  cases,  twenty-five  were 
cases  in  which  explorative  incisions  merely  were  made,  and  all 
these  recovered.2  Dr.  F.  Bird  stated  before  the  Medico-Chirur- 
gical  Society,  November  12,  1850,  that  he  had  made  such  inci- 
sions in  between  forty  and  fifty  cases  without  any  injurious  con- 
sequences ensuing.  For,  if  he  found  adhesions,  he  at  once  closed 

1  London  Medical  Gazette,  February  23,  1844. 
s  Transactions  American  Medical  Association,  1851. 
12 
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the  incision  without  exposing  the  viscera  at  all ;  while,  if  he 
found  none,  he  removed  the  tumor. 

If,  however,  the  general  health  is  very  much  prostrated,  the 
danger  is  too  great;  and  the  incision  should  not  be  made  at  all, 
except  with  the  understanding  that,  if  the  presence  of  an  ovari- 
an tumor  is  demonstrated  by  it,  the  operation  of  ovariotomy  be 
at  once  performed.  I  have  seen  death  follow  such  incisions 
carefully  made,  within  twenty-four  to  seventy-two  hours  after- 
ward, in  six  instances  of  great  general  prostration.  The  mere 
shock  apparently  proved  fatal.  Mr.  "Wells  had  fourteen  cases,  of 
which  four  died ;  and  I.  B.  Brown  also  seven  cases  and  three 
deaths.  The  latter  thinks  that  exploratory  incisions  have  been 
unfairly  condemned  by  the  profession.1 

The  following  propositions  may  guide  us  in  their  use  : 

1.  They  should  not  be  resorted  to  at  all  until  surgical  inter- 

ference of  some  form  is  demanded. 

2.  They  should  not  be  used,  if  the  patient  is  very  much 

prostrated,  except  as  the  commencement  of  an  intended 
ovariotomy. 

3.  They  may  be  resorted  to,  as  a  final  resource,  if  all  other 

methods  of  diagnosis  fail  to  determine  the  character  of 
the  tumor,  if  the  two  preceding  rules  are  complied  with, 
and  there  is  reason  to  expect  an  easy  removal  of  the 
cyst  if  found  to  be  ovarian. 
2.  An  exploratory  puncture  for  a  diagnostic  purpose  is  some- 
times resorted  to,  and  especially  for  the  removal  of  the  ascitic 
fluid,  in  cases  of  ovarian  cyst  complicated  with  ascites.     Mr. 
"Wells  makes  the  puncture  with  a  lancet  instead  of  a  trocar,  and 
then  passes  a  silver  tube,  with  a  conical  extremity,  into  the  peri- 
toneal cavity.     The  tube  is  about  twelve  inches  long,  and  not 
only  gives  exit  to  the  fluid,  but  also  answers  as  a  sound  for  the 
determination  of  the  size  and  connections  of  the  tumor,  and  the 
presence  or  absence  of  adhesions.     The  risk  of  this  procedure 
is  very  slight,  as  it  scarcely  amounts  to  any  thing  more  than 
tapping  for  ascites. 

1  The  Lancet,  June,  1868,  p.  468. 


DIAGNOSIS   OF   CARCINOMA   OF  THE   OVARY.  179 

SECTION"  VI. 

DIAGNOSIS   OF   CARCINOMA   OF   THE   OVAET. 

The  opinion  has  already  been  expressed  that,  of  all  the  dis- 
eases of  the  ovary,  carcinoma  is  the  least  common ;  and  that 
many,  and  even  most,  of  the  cases  which  have  been  mentioned 
as  carcinoma  were  not  really  such.  Nevertheless,  carcinoma 
does  very  rarely  occur  ;  and  it  is  a  matter  of  the  utmost  practi- 
cal importance  seasonably  to  diagnosticate  it,  if  possible,  and 
thus  prevent  an  uncalled-for  resort  to  ovariotomy,  on  the 
supposition  that  the  case  was  one  of  the  forms  of  ovarian  cys- 
toma.1 On  the  other  hand,  it  is  equally  important  not  to  mis- 
take the  latter  for  carcinoma,  and  thus  deprive  the  patient  of 
the  only  chance  of  recovery,  by  withholding  the  operation  just 
mentioned.  At  the  present  time  there  is,  I  am  quite  sure, 
more  danger  of  committing  the  latter  than  the  former  blunder, 
though  it  be  far  the  more  injurious  of  the  two.  The  useless 
resort  to  ovariotomy  in  a  case  of  carcinoma  results  in  a  closure 
of  the  incision  on  discovering  the  real  nature  of  the  case,  and  a 
possible  but  not  very  probable  fatal  result,  in  a  case  that  must 
soon  prove  fatal  at  any  rate.  The  other  mistake  dooms  to 
death  a  patient  who  by  the  operation  had  the  average  chance 
to  be  saved. 

In  doubtful  cases,  it  is  therefore  our  duty  to  assume  that 
carcinoma  does  not  exist  until  we  can  be  very  certain  it  does 
exist,  from  symptoms  which  are  to  us  convincing ;  or,  if  such 
signs  are  not  present,  to  regard  the  case  as  not  malignant,  and 
proceed  to  the  operation,  till  it  is  proved  to  be  malignant  by 
ocular  inspection. 

I.  B.  Brown  has  quoted  Kiwisch  as  the  best  authority  on 
this  subject  ten  years  ago.2  Some  criticisms  have  already  been 
made  upon  some  of  his  views  ;  and,  as  he  regarded  both  what 
he  termed  the  areolar  cyst  and  the  cystosarcoma  as  carcinoma, 
we  must  accept  his  ideas  with  allowance  at  the  present  time 
(p.  21).  Mr.  Brown  himself  remarks  that,  "  when  an  ovary  is 
attacked  by  malignant  disease,  the  increase  of  the  tumor  is 

1  See  an  interesting  paper  on  this   subject  by  Prof.   T.  G.  Thomas,  in   The 
American  Journal  of  Obstetrics,  May,  1810. 
*  Pages  25-27. 
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more  rapid,  the  pain  attending  it  much  greater,  often  lancinating, 
the  constitution  is  usually  much  more  grievously  affected,  the 
health  and  strength  quickly  destroyed,  the  functions  of  the 
stomach  and  nutrition  seriously  impaired,  and  the  complexion 
sallow ;  in  fine,  the  system  is  altogether  cachectic.  At  the  same 
time,  enlargement  of  the  abdominal  glands,  the  evidence  of 
cancer  in  other  parts,  the  unevenness  of  the  abdominal  tumor, 
the  thickness  and  density  of  its  walls,  and  the  indistinct  or  im- 
perceptible fluctuation,  afford  further  evidence  of  the  dreadful 
disease  with  which  we  have  to  deal "  (p.  51). 

We  agree  with  the  author  just  quoted  that  "  the  concurrence 
of  most  or  all  of  the  above  symptoms  renders  cancerous  ovarian 
disease  not  difficult  to  diagnose."  And  yet  all  these  symptoms 
would  not  prove  that  the  case  was  originally  one  of  carcinoma 
of  the  ovary,  or  indeed  that  it  had  extended  to  the  ovary  at 
all ;  it  might  affect  some  other  part.  It  would,  however,  be 
enough  to  know  that  cancer  existed  anywhere  in  the  abdomen  ; 
for  that  would  contraindicate  any  treatment  directed  especially 
to  the  ovary. 

In  the  preceding  enumeration  of  symptoms,  the  most  im- 
portant one  of  all,  though  it  is  not  pathognomonic,  as  herein . 
explained  (p.  97),  has  been  omitted.  I  allude  to  a  large  ascitic 
accumulation  rapidly  formed  while  the  tumor  is  still  small,  in 
the  first  stage  even.  But,  if,  together  with  this  symptom,  the 
lower  extremities  early  become  oeclematous,  the  probability  of 
carcinoma  of  the  ovary  is  still  increased.  And  constant  fever, 
emaciation,  and  rapid  decline  of  health,  out  of  all  proportion 
to  the  size  of  the  tumor,  a  dry  and  yellow  skin,  and  the  can- 
cerous cachexia  as  distinguished  from  the  ovarian  in  the  third 
stage,  complete  the  diagnosis  of  carcinoma  of  the  ovary. 

Great  pain  in  the  cyst  is  not  to  be  accepted  as  pointing  at 
all  to  cancer,  unless  other  decided  signs  coexist.  The  inguinal 
glands  do  not  become  enlarged,  as  stated  by  some  writers,1  nor 
does  the  recto-vaginal  septum  become  indurated,  so  long  as  car- 
cinoma is  confined  to  the  ovary ;  nor  do  these  symptoms  prove 
that  the  disease  commenced  in  that  organ.  Its  lymphatics  are 
not  continuous  with  the  glands  just  mentioned.  Nor  is  carci- 
nomatous ovary  necessarily  painful.    A  lancinating  pain  referred 

1  T.  S.  Lee,  p.  233. 
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to  the  ovary,  wliicli  is  found  to  be  somewhat  enlarged,  and 
which  returns  principally  at  night,  suggests  the  question,  if  the 
above  symptoms  coexist,  of  malignant  disease. 

I  should  not,  however,  omit  to  state  the  opinion  of  Kceberle, 
that  carcinoma  of  the  ovary  is  quite  a  common  affection,  though, 
if  it  be  removed  by  ovariotomy  before  any  other  organ  is  impli- 
cated, the  patient,  if  she  recovers  from  the  operation,  is  usually 
restored  again  to  permanent  good  health.  Admitting  the  last 
proposition,  I  still  maintain  that  a  large  proportion  of  the  alleged 
cases  of  permanent  health  after  the  removal  of  carcinomatous 
ovaries  are  instances  in  which  some  other  pathological  condition 
had  been  mistaken  for  carcinoma. 

Carcinoma,  as  we  have  seen,  sometimes  occurs  in  ovarian 
cysts  as  a  secondary  deposit,  in  which  case  its  diagnosis  is  im- 
possible till  the  cyst  is  removed.  This  fact  is,  however,  of  no 
practical  importance,  since  the  patient  recovers  from  the  oper- 
ation and  continues  exempt  from  the  return  of  the  malignant 
deposit,  the  same  as  if  it  had  not  appeared  in  the  cyst  at  all. 
It  is  far  more  common  in  case  of  polycysts.  Boinet  mentions 
a  case  of  this  kind  (p.  179). 


CHAPTEB  Yin. 

PROGNOSIS     OF     OVARIAN     TUMORS  ;    EXAMINATION     OF     A   SUPPOSED 

CASE. 

SECTION  I. 

PEOGNOSI9. 

Before  proceeding  to  the  treatment  of  ovarian  cysts,  it  is 
proper  to  inquire  what  will  be  the  result  if  they  be  left  entirely 
to  Nature,  and  merely  medical  treatment ;  or,  since  I  shall 
show  that  medical  treatment  is  of  no  curative  avail,  what  will 
be  the  result  under  any  except  surgical  treatment. 

In  regard  to  the  solid  tumor  of  the  ovary,  I  merely  repeat 
here,  that  it  seldom  becomes  large  enough  to  interfere  with  the 
general  health  ;  but,  if  it  does,  or  if  its  pedicle  become  twisted, 
ovariotomy  is  the  only  remedy. 

Each  of  the  three  forms  of  ovarian  cyst,  if  left  to  Nature 
and  mere  palliative  treatment,  destroys  the  patient ;  but  not  all 
with  equal  rapidity.  The  prognosis  of  the  polycyst  is  most 
grave  of  all,  of  the  dermoid  cyst  least  so,  while  the  oligocyst 
or  monocyst  manifests  an  intermediate  gravity.  The  final  re- 
sult, however,  is  scarcely  less  certain  in  one  case  than  in  another ; 
for,  when  a  cyst  has  already  advanced  far  into  the  third  stage, 
the  fatal  termination  will  not  be  for  many  months,  at  longest, 
delayed.  A  very  few  exceptions  have  been  met  with  in  favor 
of  monocysts  and  dermoid  cysts,  patients  continuing  for  years 
to  carry  a  large  ovarian  cyst.  But  even  these  exceptions, 
from  the  constant  misery  and  suffering  they  entail,  are  scarcely 
to  be  preferred  to  an  early  death;  and,  in  respect  to  poly- 
cysts,  hardly  an  exception  can  be  found.  All  the  cases  I  have 
been  able  to  find  in  medical  literature,  of  patients  whose  lives 
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have  been  prolonged  for  several  years  by  palliative  tappings, 
have  already  been  mentioned  (p.  64) ;  and  very  small  is  their 
number. 

According  to  the  tables  of  Dr.  Robert  Lee  and  of  T.  S. 
Lee,  ninety  per  cent,  of  all  patients  die  within  two  years  after 
first  seeking  medical  aid  for  an  ovarian  cyst,  unless  cured  by 
timely  surgical  interference.  And  I  risk  nothing  in  saying 
that,  of  one  hundred  women  aifected  with  ovarian  cysts  in  the 
third  stage,  with  general  health  already  declining,  at  least  ninety- 
five  or  ninety-six  will  be  dead  within  the  time  above  men- 
tioned. Admitting  that  there  were  fifty-seven  cases  of  poly- 
cyst,  thirty-eight  of  oligocyst,  three  of  true  monocyst,  and  two 
of  dermoid  cyst — this  being  about  the  relative  proportion,  as  to 
frequency,  of  the  three  kinds  of  cyst  (the  ovarian  fibroid  and 
carcinoma  ovarii  occurring  less  than  once  in  one  hundred  cases, 
and  therefore  being  here  omitted) — we  might  find  the  result 
about  as  follows : 


Polycysts 

OHgocysts  and  monocysts. 
Dermoid  cvsts 


57 

(3  +  38)41 

2 


Dead  at  end  of  one 
year. 


50 

27 


Dead  at  end  of  two 
years. 


57 

38 

1 


Living  at  end   of 
two  years. 


None. 
3 
1 


It  must  also  be  added  that  a  slowly-growing  cyst,  and  which 
has  existed  for  years,  may  suddenly  develop  rapidly,  and 
promptly  terminate  as  the  rest.  If  the  prognosis  be  confined 
to  young  women  only,  it  will  also  be  even  graver  than  thus 
far  represented. 

In  the  preceding  remarks  I  have  had  in  mind  only  the  ordi- 
nary progress  and  effects  of  ovarian  cysts.  But  they  may  also 
indirectly,  as  well  as  directly,  kill  the  patient.  A  resume  of 
the  various  ways  in  which  they  may  cause  death  will  show  that 
the  prognosis  is  even  more  grave  than  above  expressed  : 

1.  By  pressure  of  the  cyst  upon  the  stomach  and  alimen- 
tary canal,  the  function  of  digestion  is  impaired,  and  finally 
destroyed,  and  the  patient  dies  of  inanition. 

2.  The  diaphragm  being  fixed,  and  the  ribs  kept  elevated 
by  the  pressure,  respiration  and  aeration  are  interfered  with, 
pulmonary  congestion  supervenes,  and  then  the  patient  is  de- 
stroyed by  bronchitis  or  pneumonia.     For — 


184  OVARIAN   TUMORS   AND   OVARIOTOMY. 

3.  Yery  slight  intercurrent  affections,  of  no  importance  to  a 
woman  in  health,  may  suddenly  prove  fatal  to  one  in  whom 
scarcely  a  single  function  is  normally  performed.  A  slight  ex- 
posure to  cold  may  develop  any  thoracic  or  abdominal  inflam- 
mation, and  the  patient  has  very  little  strength  to  withstand  it ; 
for  the  nervous  and  muscular  systems  are  also  prostrated  by 
the  exhaustion  consequent  upon  both  the  pressure  and  the  drain 
upon  the  blood  by  the  exaggerated  amount  of  secretion. 

4.  In  rare  instances,  Bright' s  disease  is  produced  by  the 
causes  just  mentioned. 

5.  The  patient  may  die  suddenly  from  peritonitis,  produced 
by  the  escape  of  the  fluid  into  the  peritoneal  cavity,  in  conse- 
quence of  a  rupture,  by  a  blow,  or  otherwise,  of  the  cyst-wall. 
This  is  far  more  common  with  polycysts,  both  because  their  walls 
are  thinner,  and  because  their  fluid  is  more  irritating. 

6.  Inflammation  of  the  cyst  itself  may  occur,  and  kill  the 
patient.  Cruveilhier  admits  the  frequency  of  this  occurrence,  as 
I  also  do,  in  case  of  polycysts  and  dermoid  cysts. 

7.  Suppuration  may  occur  in  the  cyst,  and  the  pus  be  dis- 
charged into  the  peritoneal  cavity  with  a  fatal  result. 

8.  A  fatal  haemorrhage  may  spontaneously  occur  within  an 
ovarian  cyst. 

9.  Finally,  should  pregnancy  occur  with  an  ovarian  cyst, 
the  latter  is  very  liable  to  undergo  softening  or  inflammation 
of  a  very  dangerous  form,  either  during  gestation,  or  immedi- 
ately after  parturition.  Whether,  however,  the  existence  of  an 
ovarian  cyst  in  an  unmarried  woman  should  be  accepted  as  a 
bar  to  matrimony,  is  a  question  to  be  decided  after  considering 
the  propriety  of  ovariotomy  in  each  special  case. 

A  single  cyst,  or  an  oligocyst  of  large  size,  will  not  prove 
fatal  so  soon  as  a  polycyst  of  the  same  size,  since  no  new  cyst 
will  be  formed  in  the  former  case,  while  in  the  latter  there  is 
no  limit  to  cyst-formation. 

Thus  an  ovarian  polycyst,  if  not  submitted  to  surgical  treat- 
ment, is  as  certainly  fatal  as  any  malignant  disease,  and,  after 
it  has  attained  to  a  large  size,  as  rapidly  so.  The  dermoid  cyst 
and  the  oligocyst  are  not  less  certainly  fatal  than  the  preced- 
ing, but  only  require  a  somewhat  longer  time  to  exhaust  the 
vital  force.     The  exceptions  to  this  last  statement  are  too  few 
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to  be  taken  into  account  when  we  come  to  decide  upon  the 
treatment  appropriate  to  ovarian  cysts. 

SECTION  II. 

EXAMINATION   OF   A    CASE   OF   SUPPOSED   OVARIAN   TUMOK. 

An  examination  of  a  case  of  supposed  ovarian  tumor  must 
be  made  in  the  most  methodical  manner,  to  be  of  any  value,  for, 
otherwise,  important  points  may  be  entirely  overlooked.  Each 
ovariotomist  will  therefore  have  blanks  prepared  to  be  filled  up 
under  the  headings  they  contain. 

Mr.  Wells  published  his  "  Suggestions  for  taking  Notes  of 
Cases  "  in  his  first  volume  in  1864.  He  has  since  issued  two 
editions  of  the  same  in  pamphlet  form,  with  such  emendations 
as  subsequent  experience  has  suggested.  One  of  these,  extend- 
ing over  twenty-five  pages,  he  uses  for  each  case.1  Its  headings 
are  as  follows : 

Number ;  date  of  first  visit ;  name ;  age ;  residence ;  occu- 
pation ;  married,  single,  or  widow  ;  if  married,  when ;  children, 
number  and  ages  ;  abortions  ;  usual  medical  attendant. 

I.  State  at  First  Visit. — General  appearance ;  complexion  ; 
emaciation  ;  habits  of  life  ;  surface  of  body  (temperature  of  skin 
and  extremities,  perspiration,  glandular  swellings,  eruptions, 
ulcers,  varicose  veins,  oedema)  ;  mammary  areolae. 

Inspection  of  abdomen  ;  measurements ;  diagram  for  outline 
of  tumor  (Fig.  36) ;  palpation,  percussion,  and  auscultation. 

Mobility  of  tumor  ;  evidence  of  adhesions  ;  thickness  of  pari- 
etes  ;  linese  albicantes ;  dilated  veins  ;  fluctuation  ;  impulse  ; 
crepitus ;  tenderness ;  sounds  on  percussion  ;  sounds  on  auscul- 
tation ;  lumbar  sounds  on  percussion ;  effects  of  pressure  on 
other  organs. 

Examination  of  the  Pelvis. —  Uterus. —  Situation ;  devia- 
tions ;  mobility  ;  length  of  cavity  ;  condition  of  os  and  cervix. 

Vagina,  Rectum,  and  Anus. — Diagram  for  outline  of  pelvic 
portion  of  tumor  (Fig.  37). 

The  Menstrual  Function. — When  first  established ;  still 
continued  ;  when  arrested ;  sudden  suppression  ;  excess  or  defi- 
ciency ;  leucorrhceal  or  other  discharge. 

1  It  is  adapted  also  to  all  the  other  kinds  of  abdominal  tumors. 
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Urinary  Organs. — Dysuria  ;  incontinence  ;  irritable  blad- 
der ;  urine  (color  and  odor ;  specific  gravity  ;  reaction ;  quantity 
in  twenty-four  hours ;  albumen,  sugar,  pigments ;  deposits, 
inorganic,  organic ;  blood,  pus,  epithelium,  casts  of  tubes,  con- 
fervoid  vegetation). 


Fig. 


Digestive  Organs. — Tongue ;  appetite ;  thirst ;  flatulence  ; 
action  of  bowels. 

Nervous  System. — Sleep ;  mental  condition ;  neuralgia ;  hys- 
teria. 

Respiratory  Organs. — Breathing  ;  cough  ;  expectoration  ; 
physical  signs  ;  rests  best  on side. 

Circulation. — Pulse  ;   sounds  of  heart. 

II.  History. — Hereditary  influence  (parents,  brothers,  and 
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sisters  ;  other  blood-relations) ;  where  born  and  formerly  resid- 
ing ;  climate,  or  local  peculiarities  (soil,  sewage,  water) ;  mode 
of  life  ;  moral  causes  ;  previous  diseases  ;  accidents. 

Early  Symptoms. — First  signs  of  ill  health  ;  pains  or  ten- 
derness in  (groin,  or  pubic  region) ;  vaginal  fulness ;  bearing 


Fig.  37. 


down  of  uterus ;  pressure  on  bladder ;  pain,  numbness,  or  weak- 
ness of  leg  ;  constipation  ;  fulness,  or  pain  in  breasts  ;  nausea  ; 
symptoms  worse  periodically  ;  increase  in  size ;  discovery  of  tu- 
mor ;  early  treatment. 

Progressive  Symptoms. — Rate  of  enlargement ;  movements 
felt ;  changes  in  situation ;  aggravation  of  early  symptoms ; 
dyspnoea  ;  tympanites ;  febrile  attacks ;  cyst-inflammation  ;  peri- 
tonitis ;  ascites  ;  discharges  through  (uterus,  vagina,  bladder, 
bowel,  abdominal  wall) ;  spontaneous  rupture  of  cyst ;  treat- 
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merit ;  date  of  any  tappings,  with  nature  and  quantity  of  any- 
fluid  removed. 

Prognosis. — Probable  duration  of  life  if  left  alone  to  pallia- 
tive treatment.    ■ 

General  Treatment. — Medical  and  surgical  treatment. 

Progress.    (Fig.  37.) 

Result  of  treatment. 

III.  Operation. — Date;  where  performed ;  names  of  assistants 


and   visitors :  anaesthetic, 


administered  by 


-;  nurse's 
name ;  incision  (situation ;  extent) ;  adhesions ;  tapping  of  cyst 

or ;  removal  of  tumor ;  pedicle  (size  and  length,  relation  to 

uterus,  how  secured);  haemorrhage;  opposite  ovary,  state  of; 
uterus. 

Closure  of  wound. 

Operative  peculiarities. 

Previous  diagnosis  compared  with  operation. 

Description  of  Tumor. — Quantity  of  fluid  removed ;  weight 
(of  cyst,  or  of ;  of  solid  matter  removed). 

IV.  After-Treatment  and  Progress. — Daily  observations  on 
the  pulse,  respiration,  temperature,  urine,  perspiration,  etc.,  may 
prove  of  great  interest,  when  compared  with  meteorological 
observations  taken  for  a  few  days  before  and  after  the  operation, 
especially  with  regard  to  ozone  and  antozone. 

(Several  pages  are  divided  and  headed  thus) : 


Date. 


Hour. 


Condition,  remedies,  etc. 


Temperature. 


Pulse. 


Respiration. 


In  the  above  table  the  result  of  the  operation  and  the  sub- 
sequent history  of  the  case  are  to  be  entered. 


CHAPTER  IX. 

THE   TREATMENT   OF   OVARIAN   CYSTS,  EXCEPTING    OVARIOTOMY. 

The  treatment  of  ovarian  cysts  is  naturally  subdivided  into 
the  medical  and  the  surgical. 

SECTION"  I. 

MEDICAL  TEEATMENT   OF    OVAKIAN   CYSTS. 

Dr.  William  Hunter  remarked,  over  a  hundred  years  ago, 
that  "  he  had  occasion  to  see  a  great  number  of  encysted  drop- 
sies, many  of  them  treated  by  physicians  of  the  first  rank,  and 
had  never  seen  one  cured ;  nor  had  he  ever  known  one  of  that 
kind  where  the  cyst  had  been  sensibly  diminished  by  any  other 
means  than  by  the  trocar.  If  he  might  judge  from  what  he  had 
seen  both  in  the  living  and  the  dead,  he  believed  that  the 
dropsy  of  the  ovarium  is  an  incurable  disease."  * 

Physicians,  however,  continued  their  efforts  to  check,  and 
if  possible  to  cure  ovarian  dropsy  by  internal  medication.  And, 
as  an  index  of  the  state  of  medical  opinion  in  England  on  that 
subject,  even  forty  years  ago,  I  quote  from  the  work  of  Dr.  Sey- 
mour on  the  Diseases  of  the  Ovaria  : 2 

Digitalis,  our  author  remarks,  fails  to  cure,  unless  ascites 
coexists  (p.  90).  He  strongly  recommends  emetics,  though 
their  action  is  not  explained,  and  gives  a  case  from  the  practice 
of  Dr.  Percival  in  proof  of  their  efficacy.  Nor  would  he  dis- 
countenance bloodletting,  nor  the  use  of  purgatives,  especially 
in  the  first  stage.     He,  however,  trusts  almost  exclusively  to 

1  "Medical  Observations  and  Inquiries,"  vol.  ii.,  p.  41,  17G2. 

2  "  Illustrations  of  Diseases  of  the  Ovaria,"  E.  J.  Seymour,  M.  D.,  F.  R.  C.  P., 
London,  1830. 
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medical  treatment ;  for  lie  is  decidedly  opposed  to  tapping  ;  and 
says  that  ovariotomy  is  out  of  the  question  if  there  be  adhesions. 
But  ovariotomy  had  at  this  date  been  attempted  but  eighteen 
times  in  all ;  eleven  times  in  the  United  States,  and  four  times 
in  England  with  one  cure,  and  thrice  in  Germany  also  with  a 
single  success.  He  does  not  speak  of  a  long-continued  starva- 
tion as  a  remedy,  which  Kiwisch  in  one  case  found  to  produce 
a  marked  decrease  of  the  cyst. 

In  1840,  Boinet  published  a  case  of  recovery  from  ovarian 
dropsy  under  medical  treatment  by  himself.1  But,  inasmuch 
as  he  distinctly  asserts  that  the  patient  was  cured,  not  by  the 
medicines  he  administered,  but  by  a  considerable  loss  of  blood,a 
we  need  not  detail  the  particulars  of  the  case. 

I  have  already  alluded  (p.  Tl)  to  a  case  of  complete  collapse 
and  atrophy  of  an  ovarian  cyst  under  my  care  in  1861,  after  the 
administration  three  times  daily,  for  five  months,  of  one  half- 
ounce  of  a  saturated  solution  of  the  chlorate  of  potassa.  But, 
as  I  have  prescribed  it  in  many  cases  since  without  any  such 
effect,  I  cannot  suppose  that  the  subsidence  of  the  cyst  was  due 
to  the  medicine. 

M.  Boinet  refers 3  to  four  cases  of  cure  of  ovarian  cysts  by 
internal  medication,  which  were  reported  by  Nauche,  Helmann, 
and  Craig,  the  last  in  the  Edinburgh  Medical  Journal  for  No- 
vember, 1865  (pp.  427-430).  The  two  cures  reported  by  Mr. 
Craig  were  effected  by  a  saturated  solution  of  the  chlorate  of 
potassa,  a  dessert-spoonful  ter  die.  But  the  particulars  are  not 
stated  with  satisfactory  definiteness ;  and  the  cases  of  ]STauche 
and  Helmann  go  back  to  a  time  when  ascites  and  ovarian  cysts 
were  very  often  confounded. 

In  December,  1866,  Prof.  Courty,  of  Montpellier,  published* 
two  cases  of  cure  of  ovarian  cysts  by  the  use  of  the  oxide  of 
gold.  It  was  given  at  first  in  doses  of  two  to  five  milligrammes 
(it  to  it  grain) ;  and  gradually  increased  to  five  centigrammes, 
(f  of  a  grain).  There  is,  however,  ground  for  doubt  respecting 
two  important  points  in  these  cases  of  M.  Courty :  1.  Whether 
they  were  cases  of  ovarian  cysts ;  and  2.  Whether,  if  they  were 
really  such,  they  were  cured  by  the  oxide  of  gold. 

1  Gazette  Medicate,  1840,  p.  605.  2  "  Maladies  des  Ovaires,"  p.  224. 

3  Ibid.,  p.  221.  4  Montpellier  Medicate. 
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1.  In  the  first  case,  there  "  appeared  to  be  a  large  unilocular 
cyst  with  serous  contents,  complicated  with  a  chloro-ansemic 
condition  and  infiltration  of  the  lower  extremities  after  a  con- 
siderable lapse  of  time.  She  could  neither  go  up-stairs  nor 
walk  quickly."  It  will  be  observed  that  these  are  the  symptoms 
rather  of  ascites  ;  or,  if  of  an  ovarian  cyst,  of  a  polycyst,  and  not 
of  a  monocyst.  But  no  one  expects  to  cure  a  polycyst  by  mere 
internal  treatment,  and  the  patient,  therefore,  was  probably 
cured  of  an  ascites.  But,  at  any  rate,  she  was  cured  in  a  month ; 
far  too  short  a  time,  it  is  believed,  had  the  enlargement  been 
due  to  an  ovarian  monocyst. 

The  second  case  was  that  of  a  girl  twelve  years  old,  who 
was  believed  to  have  a  large  multilocular  cyst,  but  which  had 
not  been  tapped.  This  also  disappeared  and  left  not  a  trace, 
at  the  end  of  a  month.  Here,  again,  we  are  permitted  to  doubt 
the  accuracy  of  the  diagnosis. 

2.  But,  even  if  we  admit  the  possible  correctness  of  the  diag- 
nosis in  these  two  cases,  we  may  doubt  if  the  cure  is  to  be 
attributed  entirely  to  the  oxide  of  gold,  since  in  connection 
with  it  were  administered  also  tonics,  Eau  de  Vichy,  iron, 
quinine,  frictions  (especially  of  the  iodides  of  lead  and  potassium) 
to  the  hypogastrium ;  diuretics  both  by  friction  and  internally 
(as  squills,  digitalis,  and  the  nitrate  of  potassa)  ;  and  finally 
compression  was  methodically  applied  to  the  whole  abdomen, 
by  Bourjeaud's  elastic  bandage.1 

Now,  it  must  be  admitted  that  all  the  remedies  just  men- 
tioned uniformly  fail  in  the  treatment  of  ovarian  cysts ;  and  yet 
we  must  hesitate  to  ascribe  the  cure  to  the  oxide  of  gold  alone. 
But,  remembering,  however,  that  these  remedies  (excepting  the 
gold)  are  precisely  those  found  efficient  in  the  treatment  of 
ascites,  we  are  disposed  to  set  aside  the  oxide  of  gold  and  the 
idea  of  an  ovarian  cyst  at  the  same  time,  in  the  cases  under  con- 
sideration. 

Another  case  of  ovarian  cyst  is  reported  as  cured  by  Dr.  J. 
Millar,  in  the  Edinburgh  MedicaUoumal  for  November,  1868; 
and  in  this  instance  the  remedy  was  the  bromide  of  potassium. 
The  case  had  been  attended  by  great  pain,  and  tenderness,  and 
dysuria,  and  other  unusual  symptoms.     Patient  had  been  once 

1  Boinet,  p.  221. 
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tapped,  and  eighty  ounces  of  dark-colored  serum  had  been  re- 
moved. From  the  6th  to  the  20th  February,  1867,  she  took 
five  grains  of  bromide  of  potassium  three  times  daily,  the  tumor 
meantime  refilling.  Then  the  dose  was  increased  to  ten  grains 
till  the  beginning  of  March  (ten  days),  when  the  tumor  had 
palpably  diminished  to  a  very  small  compass.  During  this 
time  also  the  patient  perspired  profusely,  and  passed  a  large 
quantity  of  very  dark-colored  urine.  The  remedy  was  then 
suspended  till  the  end  of  May  (three  months),  on  account  of  an 
attack  of  acute  gastritis,  when  the  tumor  had  regained  its 
original  bulk  and  rose  to  the  epigastric  region. 

She  now  commenced  with  fifteen  grains  of  the  remedy  three 
times  daily,  and  in  three  weeks  her  girth  diminished  from 
forty-eight  to  thirty-three  inches.  At  the  beginning  of  July 
(one  month),  only  the  shrivelled  remains  of  the  cyst  could  be 
felt  per  rectum.  She  was  still  taking  ten-grain  doses  eight 
months  afterward,  when  her  case  was  reported,  feeling  that  she 
would  rather  dispense  with  her  ordinary  meals  than  with  the 
medicine. 

It  will  be  remembered  that  Dr.  Millar  subsequently  reported 
another  singular  instance  of  tidal  growth  in  an  ovarian  cyst, 
and  for  which  I  refer  to  page  72.  I  also  refer  to  the  instances 
before  mentioned  of  subsidence  of  ovarian  cysts  during  profuse 
diaphoresis  or  diuresis,  though  no  remedies  had  been  admin- 
istered. 

Prof.  J.  D.  Miller,  of  Chicago,  also  reports  three  cases  of 
recovery  of  ovarian  cysts  after  prolonged  treatment  by  bromide 
of  potassium  and  iodide  of  potassium  alternately ;  by  chlorate 
of  potassa,  bitter  tonics,  nutritious  diet,  laxatives,  and  counter- 
irritation  over  the  tumor.  The  cure  was  achieved  in  ten  months 
and  upward.  It  is  not  improbable  that  the  pressure  of  preg- 
nancy (a  case  of  twins)  aided  the  cure  in  the  third  instance.1 
At  any  rate,  we  must  remark  in  regard  to  these  three  cases,  as  to 
Prof.  Courty's  two  cases,  that,  if  there  really  existed  an  ovarian 
cyst  in  each  case,  it  is  impossible  to  determine  which  remedy  is 
entitled  to  the  credit  of  the  cure,  and  that  essentially  the  same 
course  has  been  tried  over  and  over  again  in  vain. 

These  eleven  cases  of  reported  cures  of  ovarian  cysts  by 

1  New  York  Medical  Journal,  May.  1869,  p.  176. 
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internal  medication  are  the  only  ones  which  have  come  to  my 
knowledge.  Admitting,  indeed,  that  they  were  actually  cures 
by  medication  (as  I  do  not  think  them  to  be),  we  must  then 
offset  these  eleven  against  the  many  thousands  of  cases  in  which 
all  medical  treatment  has  utterly  failed.  Although,  therefore, 
the  chlorate  of  potassa  has,  up  to  the  present  time,  the  best 
reputation  for  this  effect,  there  is  no  known  remedy  which  can 
be  at  all  relied  upon  for  the  cure  of  ovarian  cysts. 

And,  reasoning  on  anatomical  grounds,  we  can  expect  none 
other  than  a  negative  result  of  mere  medical  treatment  for  the 
cure  of  ovarian  cysts.  For  what  agency  would  be  likely  to 
determine  the  remedy  especially  to  and  through  the  two  arte- 
ries of  the  pedicle  which  alone  usually  carry  the  blood  to  the 
ovarian  cyst,  and  thus  to  modify  the  nutrition  of  the  latter?  If 
a  tumor,  as  large  as  an  ovarian  cyst  in  the  third  stage,  were 
developed  from  the  phalanges  of  one  of  the  fingers,  the  propo- 
sition to  remove  it  by  internal  medication  would  be  accepted 
as  simply  absurd  ;  and  yet  there  would  be  as  liberal  a  vascular 
connection  in  that  case  as  there  is  in  cases,  without  complica- 
tions, of  ovarian  cysts. 

Since,  however,  the  latter  increase  more  rapidly  after  the 
patient's  health  becomes  decidedly  impaired,  much  may  be  done 
by  appropriate  medication  in  the  way  of  sustaining  the  general 
health  during  the  growth  of  the  cyst;  and  all  the  more  urgent 
intercurrent  symptoms  should  be  met : 

1.  It  is  of  prime  importance  to  restore  the  normal  activity 
of  the  kidneys,  so  far  as  possible,  and  most  of  the  diuretics 
entirely  fail  us.  I  have  for  several  years  past  relied  almost 
exclusively  upon  the  chlorate  of  potassa ;  the  dose  being  §  ss. 
of  a  saturated  solution  ter  die.  Since  it  does  not  derange  the 
stomach,  it  may  be  continued  indefinitely.  In  a  few  instances 
it  has  seemed  to  arrest  the  growth  of  the  cyst  for  several 
months.  The  iodide  of  potassium  also  sometimes  succeeds  as  a 
diuretic  for  a  time. 

2.  Constipation  is  to  be  overcome  by  appropriate  laxatives ; 
and,  since  inaction  of  the  liver  is  its  most  frequent  cause,  a  mild 
mercurial  is  generally,  at  intervals,  required.  The  diminished 
appetite  and  digestion  will  require  iron  and  gentian,  or  some 
other  bitter  tonic.     The  food  must  be  bland  and  very  nourish- 

13 
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ing ;  the  patient  should  be  much  in  the  open  air,  to  compensate 
if  possible  for  her  diminished  respiratory  capacity,  and  every 
hygienic  measure  must  be  insisted  on. 

3.  The  skin  must  also  be  kept  active  by  the  use  of  warm 
baths,  and  warm  clothing,  especially  by  flannel  next  the  surface. 
A  flannel  bandage  may  be  applied,  if  needed  for  support ;  but 
not  tightly,  lest  it  favor  adhesions.  Iodine  applications  to  the 
abdomen  are  of  no  avail. 

4.  I  have,  however,  in  several  instances  of  late,  apparently 
arrested  the  growth  of  ovarian  cysts  by  the  application  indi- 
rectly, per  vaginam,  of  the  ointment  of  the  iodide  of  lead  to  the 
cyst,  beginning  in  the  first  stage,  and  when  it  was  not  much 
larger  than  the  fist.  But  further  trials  must  demonstrate  how 
permanent  is  to  be  the  benefit  thus  obtained. 

Internal  medication,  therefore,  at  most,  merely  sustains  the 
patient's  health  for  a  time,  and  thus  somewhat  postpones  the 
fatal  result. 

SECTION  II. 

SUKGTOAL   TKEATMENT   OF   OVARIAN   CYSTS. 

The  different  modes  of  surgical  treatment  of  ovarian  cysts, 
which  have  from  time  to  time  been  practised,  may  be  included 
under  the  following  heads  : 


I.  Palliative  )  „.      ,    .  (  1,  per  parietes  abdominales. 

_  y  Simple  tapping.  ■{    '  r      r     . 

Treatment.  )  (  2,  per  vagmam. 


II.  Curative 
Treatment. 


A.  Tapping  followed  by  pressure. 

B.  Tapping  followed  by  in- 
jection of  iodine. 

fl,  externally. 

C.  Formation  of  permanent  ! 

,  ■<  3,  per  rectum, 

opening  in  cyst.  '  f 


D.  Ovariotomy,  or  entire  ex- 
tirpation  of  the    ovarian 

cyst. 


4,  internally,  by  partial  ex- 
cision of  sac. 


I  merely  mention  here  also  the  application  of  galvanism  to 
ovarian  cysts,  since  Jobert  de  Lamballe  recommended  it,  though 
subsequent  experience  has  not  confirmed  his  opinion  of  its  value. 
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/.  PALLIATIVE  TREATMENT. 

Simple  Tapping. — Paracentesis  abdominis  has  already  been 
considered  as  an  aid  in  diagnosis  (p.  173) ;  it  here  recurs  as  one 
of  the  procedures  resorted  to  in  the  treatment  of  ovarian  cysts. 

Simple  tapping  of  an  ovarian  cyst  is  to  be  regarded,  in  all 
cases,  as  a  merely  palliative  measure ;  it  is  not  to  be  expected 
that  a  cure  will  be  thus  obtained.  In  a  very  few  instances,  how- 
ever, and  usually  after  a  single  tapping,  a  cyst  supposed  to  be 
ovarian  has  not  refilled.  But  it  may  be  the  only  resort  in  some 
cases  ;  and,  especially  when,  from  the  patient's  very  low  state  of 
health,  or  the  condition  of  the  tumor,  the  radical  cure  by  extir- 
pation is  not  to  be  thought  of.  But,  if  the  tumor  is  not  a  mono- 
cyst,  and  the  fluid  is  not  decidedly  serous,  we  may  be  quite 
certain  the  cyst  will  fill  again,  and  in  a  much  shorter  time  than 
at  first. 

The  fact,  however,  has  already  been  stated  that  serous  cysts 
of  the  broad  ligament  are  very  often  cured  by  a  single  tapping 
(p.  153)  ;  and  probably  most,  if  not  all,  of  the  supposed  ovarian 
tumors  which  were  cured  by  a  single  tapping,  were  really  cases 
of  this  kind.  I  have  never  cured,  nor  seen  cured,  an  ovarian 
cyst  by  any  number  of  tappings  ;  and  I  have  never  known 
alleged  instances  of  the  kind,  the  facts  of  which  went  to  prove 
that  the  cyst  was  not  of  the  broad  ligament. 

Still,  we  sometimes  see  cases  of  ovarian  cysts  which  are  a 
year,  or  even  two  or  three  years,  in  refilling  after  being  tapped. 
Simple  tapping  in  such  cases,  therefore,  may  indefinitely  pro- 
long the  patient's  life,  and  possibly  render  a  resort  to  ovariot- 
omy unnecessary.  In  these  cases,  also,  the  cysts  are  usually 
very  large  at  the  time  of  the  first  tapping,  and  the  reaccumula- 
tion  is  quite  rapid  for  three  or  four  weeks,  and  then  proceeds 
more  gradually.  I,  however,  recollect  a  patient  who  filled  after 
each  tapping  at  the  regular  rate  of  two  pounds  per  day,  till  the 
next  operation  became  necessary ;  in  one  instance  secreting 
eighty-four  pounds  in  forty-two  days,  and  the  next  time  one 
hundred  and  six  pounds  in  fifty-three  days.  I  also  have  the 
notes  of  another  case,  where  I  tapped  four  times  at  intervals 
of  about  a  year,  the  patient  remaining  quite  comfortable  during 
the  greater  part  of  each  interval ;  though  the  cyst  was  very 
large,  and  the  quantity  removed  at  the  last   two  operations 
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exceeds  that  obtained  from  any  other  patient  whose  case  I  find 
recorded.  The  amount  I  removed,  by  the  last  tapping  was  one 
hundred  and  forty-nine  pounds  and  three  ounces  of  fluid  by 
exact  weight,  her  girth  before  the  operation  being  six  feet  and 
one  half  (seventy-eight  inches).  The  fluid  filled  a  large  wash- 
tub,  and  one  and  a  half  common-sized  bucket  besides — or  seven 
and  a  half  buckets  in  all.  As  I  am  positive  that  more  than 
thirteen  ounces  of  fluid  was  lost  on  the  carpet,  I  might  fairly 
say  the  weight  was  one  hundred  and  fifty  pounds.  Simple 
tapping  is  therefore  an  important  operation  in  the  appropriate 
circumstances.  "  It  may,"  as  Dr.  McDowell,  the  father  of 
ovariotomy,  more  than  fifty  years  ago  remarked,  "  relieve  drop- 
sical tumors,"  though  he  adds  that  "  the  relief  is  only  temporary, 
and  is  attended  with  no  inconsiderable  danger."  1  And  the  next 
inquiry  is — 

Is  Simple  Tapping  a  Dangerous  Operation  in  Case  of  Ovarian 

Cysts  ? 

It  has  been  already  stated  that  tapping  in  cases  of  ascites 
is  very  rarely  followed  by  any  untoward  consequences,  since 
there  is  no  admission  of  an  irritating  fluid  into  the  peritoneal 
cavity,  and  the  puncture  extends  merely  through  the  thinned 
abdominal  walls.  But  the  case  with  ovarian  cysts  is  very  dif- 
ferent (p.  175) ;  and  the  statistics  of  first  tapping  are  in  this 
connection  very  interesting  and  very  important. 

According  to  an  essay  published  by  Dr.  Fock,  of  Berlin,  in 
1856,  twenty-five  out  of  one  hundred  and  thirty-two,  or  one  in 
five  and  a  half,  died  within  some  hours,  or  a  few  days,  after  the 
first  tapping.  Prof.  Kiwisch,  of  Wurzburg,  lost  nine  out  of 
sixty-four,  or  very  nearly  one  in  seven,  within  twenty-four 
hours  after  the  first  tapping.  Of  nine  cases  of  first  tapping 
collected  by  Mr.  Southam,3  of  Manchester,  England,  three 
died  within  a  week,  one  in  ten  days,  three  more  within  one 
month,  while  the  remaining  two  lived  seven  and  eight  months. 
The  first  four,  or  one  in  two  and  a  fourth,  died  of  the  inflam- 
mation directly  produced  by  the  operation.  Mr.  T.  S.  Lee  has 
a  table 3  containing  twenty  cases  of  first  tapping,  of  which  one 

1  Eclectic  Repertory,  vol.  ix.,  No.  xxxvi.,  p.  546,  October,  1819. 
8  London  Medical  Gazette,  November  24,  1843.  3  Page  IVY. 
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was  relieved  and  left  London,  and  one  recovered,  but  filled 
again.  Of  the  eighteen  remaining  cases,  ten,  or  over  one-half, 
died  within  seven  days,  from  the  immediate  effects  of  the  oper- 
ation ;  two  more  died  within  two  weeks ;  three  within  one 
month;  and,  of  the  remaining  three,  two  died  within  two 
months,  and  the  last  one  in  twenty  months.  I  learn,  from  sev- 
eral of  the  most  experienced  ovariotomists  of  this  and  other 
countries,  that  they  do  not  consider  tapping  an  ovarian  cyst  a 
dangerous  operation.     But  the  reasons  are  very  apparent : 

1.  All  of  them,  as  a  rule,  never  tap  a  polycystic  tumor.  Dr. 
McDowell,  the  first  ovariotomist,  maintained  that,  "  in  the  at- 
tempt to  draw  off  the  contents  of  such  a  tumor  with  a  trocar, 
it  would  be  impossible  to  perforate  all  the  vesicles ;  and  such 
only  as  were  pierced  would  discharge  •  their  contents.  While 
one  portion  of  the  vesicles  of  the  ovary  would  discharge  them- 
selves into  the  abdomen,  another  portion  would  remain  diseased 
in  the  original  way — thus  compounding  in  the  system  two  of 
the  most  deplorable  diseases  to  which  it  is  liable."  1 

2.  Several  American  ovariotomists  never  tap  even  a  mono- 
cyst,  unless  for  diagnostic  purposes.  Dr.  W.  L.  Atlee  and  Dr. 
J.  P.  White  are  of  this  number.  Dr.  H.  P.  Storer  even  gives, 
after  Stilling,  as  the  first  of  his  "  Ten  Golden  Rules  of  Ovariot- 
omy," 2  "  never  tap  an  ovarian  cyst " — a  precept  too  sweeping 
for  adoption  here. 

But,  if  we  confine  our  observations  to  the  practice  of  general 
practitioners  in  this  country,  I  doubt  if  a  much  more  favorable 
report  can  be  given  than  those  of  Dr.  Fock  and  Mr.  Lee.  Dr. 
Meigs,  of  Philadelphia,  stated  that  nearly  one-half  of  the  first 
tappings  of  ovarian  tumors  which  he  had  witnessed  had  proved 
fatal. 

The  result  of  the  preceding  data  is  that,  in  Germany  thir- 
ty-four out  of  one  hundred  and  ninety-six  die  from  the  direct 
effects  of  a  first  tapping,  or  one  in  5-^f- ;  while  in  England  the 
figures  are  fourteen  and  twenty-nine,  or  one  out  of  2^T.  The 
aggregate  is  forty-eight  in  two  hundred  and  twenty-five,  or  one 
in  4-i-£.  The  greater  mortality  in  England  is  probably  due  to  a 
larger  proportion  of  polycysts  in  the  cases  reported. 

1  Eclectic  Repertory,  October,  1819,  p.  546. 

2  Journal  of  Gynaecological  Society.    Boston,  December,  1869,  p.  338. 
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In  these  tables  no  distinction  is  made  between  oligocysts 
and  monocysts  on  the  one  hand,  and  polycysts  and  dermoid 
cysts  on  the  other.  If  we  restrict  the  first  tappings  to  the  last 
two  forms  of  cysts,  it  is  very  certain  that  the  last  figure  is  not 
too  high  to  express  the  actual  danger.  This  will  become  the 
more  apparent  when  we  consider  the  sources  of  the  danger 
from  paracentesis  of  ovarian  cysts.     They  are  the  following : 

1.  The  majority  of  those  who  die  in  consequence  of  a  first 
tapping,  die  of  peritonitis,  produced  either  by  irritation  of  the 
peritonaeum  by  the  fluid  escaping  from  the  cyst,1  or  by  exten- 
sion of  inflammation  from  the  puncture.  But  we  have  seen 
that  the  fluid  of  oligocysts  is  more  bland,  and  not  very  unlike 
that  of  the  peritoneal  cavity ;  while  the  fluid  of  the  polycyst 
and  the  dermoid  cyst  is  far  more  irritating. 

2.  Haemorrhage  from  wounding  a  vessel  in  the  cyst-wall  may 
also  prove  fatal.  Kiwisch  records  two  such  cases  (p.  140).  But 
the  walls  of  polycysts  and  dermoid  cysts  are  far  more  vascular 
than  those  of  oligocysts  and  monocysts.  And  the  danger  is 
also  still  further  proportionally  increased  if  more  than  one  of 
the  cysts  of  a  polycyst  are  punctured. 

3.  Inflammation  of  the  cyst-wall  is  a  not  uncommon  cause 
of  a  fatal  result  of  the  operation.  The  greater  vascularity  just 
mentioned  makes  it  far  more  common  in  the  polycyst  and  der- 
moid cyst.  Indeed,  Cruveilhier,  many  years  ago,  detected  this 
tendency  in  ovarian  cysts,  without  the  ability  at  that  time  to 
make  this  discrimination.  He  even  maintained  that  inflamma- 
tion of  the  cyst-wall  (and  not  peritonitis)  is  always  the  cause  of 
death  after  tapping.2 

4.  Haemorrhage  from  the  puncture  through  the  abdominal 
walls  sometimes  proves  troublesome,  and  has,  though  very 
rarely,  proved  fatal.  Or  a  vessel  may  be  struck  in  the  omen- 
tum, if  it  chance  to  intervene  between  the  abdominal  walls 
and  the  cyst  at  the  point  of  puncture,  and  fatal  haemorrhage 
may  ensue.  Fortunately,  the  omentum  is  usually  pushed  up 
so  far  by  the  cyst  as  to  be  out  of  danger ;  but  in  a  case  operated 
on  by  myself,  and  reported  several  years  since  to  the  New  York 
Pathological  Society,  the  omentum  had  become  adherent  to  the 

1  Mr.  Wells  claims  that  his  siphon  trocar  prevents  this. 

2  American  Medical  Monthly,  1857,  p.  24. 
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iliac  fossse  before  the  cyst  was  developed,  and  consequently 
covered  its  entire  anterior  surface.  A  vein  of  the  omentum, 
at  least  one-quarter  inch  in  diameter,  was  punctured  by  the 
trocar,  and  the  patient  sank  from  haemorrhage  within  eighteen 
hours  afterward.  This  position  of  the  omentum  also  obtained 
in  a  case  of  polycystic  tumor  which  I  removed  by  ovariotomy.1 

Taking  all  the  preceding  facts  into  account,  I  think  we 
may  assume  that,  in  case  of  poly  cysts  alone,  at  least  one-half  die 
of  a  first  tapping ;  while  of  oligocysts  and  monocysts  alone, 
unless  the  operation  is  performed  as  a  last  resort,  and  when  the 
patient  is  almost  entirely  exhausted,  the  danger  is  very  slight. 
I  have  myself  lost  four  patients  out  of  sixty-three  from  the  first 
tapping  of  monocysts  and  oligocysts.  But  of  these  two  were 
too  weak  to  rally  at  all  after  the  operation,  and  one  was  a  col- 
loid cyst,  before  alluded  to  (p.  175).  The  remaining  one  died 
from  peritonitis  from  exposing  herself  in  opposition  to  my  direc- 
tions. Omitting  the  first  two  cases,  my  fatality  is  one  in  thirty 
and  a  half  in  case  of  oligocysts  and  monocysts.  I  think  Yelpeau 
must  have  confined  the  operation  to  monocysts,  since  he  states  a 
that  he  tapped  at  least  three  hundred  and  ten  times  in  thirty 
years,  and  had  lost  but  four  patients  closely  after  the  operation, 
or  one  in  seventy-seven  and  a  half — one  and  a  half  per  cent. 
He  does  not,  however,  state  the  number  of  his  first  tappings 
included  in  this  enumeration  ;  but,  as  he  operated  thirty-eight 
times  upon  one  of  his  patients,  they  might  have  been  less 
numerous  than  his  figures  would  at  first  lead  us  to  suppose. 

During  the  last  six  years  I  have  not  tapped  a  polycyst,  ex- 
cept as  an  aid  to  diagnosis,  and  with  the  understanding  that 
ovariotomy  should  be  at  once  performed,  if  thought  advisable, 
because  any  threatening  symptoms  arose.  In  one  case  the 
diagnosis  was  thus  settled,  and  the  operation  of  ovariotomy  de- 
ferred for  two  or  three  weeks  till  the  patient  should  acquire 
more  strength.  Symptoms  of  peritonitis,  however,  appeared 
on  the  fourth  day,  ovariotomy  was  performed  on  the  fifth,  and 
the  patient  saved.  Doubtless  it  is  generally  better  to  remove 
the  polycyst  at  once  after  the  tapping.     A  patient  tapped  for 

1  American  Journal  of  Medical  /Sciences,  July,  1864. 

2  Discussion  of  French  Academy  of  Medicine,  on  Ovariotomy,  October,  1856, 
Bulletin  de  PAcademie,  tome  xxii.,  p.  85,  etc. 
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tlie  same  purpose,  by  the  late  Dr.  G.  T.  Elliot,  at  the.  Bellevue 
Hospital,  died  before  the  time  appointed  for  ovariotomy,  forty- 
eight  hours  afterward,  had  arrived. 

But  why  is  the  first  tapping  so  much  more  dangerous  than 
subsequent  ones  %  Simply  because  it  determines  the  character 
of  the  cyst  and  of  its  contained  fluid ;  and  it  may  have  succeeded 
in  case  of  a  polycyst  because  it  was  already  adherent  at  the 
point  of  puncture.  If  it  be  a  monocyst,  there  is  very  little 
danger,  if  the  patient's  strength  is  still  good ;  if  it  be  a  polycyst, 
there  is  great  danger  in  all  conditions.  I  should  add  also  that 
each  subsequent  tapping  is  very  dangerous  in  case  of  a  polycyst ; 
though  not  so  in  case  of  a  monocyst.  Hence  the  number  of 
tappings  which  have  been  survived  has  in  some  instances  been 
astonishing.  I  have  already  given  several  examples  (p.  41). 
Dr.  Bamberger  also  reported  a  case  of  two  hundred  and  fifty- 
three  tappings  in  eight  years  ;  and  Kiwisch  speaks  of  one  hun- 
dred tappings  in  less  than  one  year. 

In  view  of  the  fact  that  so  many  die  of  the  first  tapping  in 
case  oi  ovarian  cysts,  it  is  not  strange  that  the  writers  of  the 
last  and  the  preceding  century  were  opposed  to  it  in  the  treat- 
ment of  ovarian  dropsy.  Morgagni 1  and  De  Haen  were  de- 
cidedly opposed  to  it ;  and  the  ancient  physicians  seem  also  to 
have  recognized  the  danger  of  a  first  tapping,  and  deferred  it 
as  long  as  possible.  Kiwisch  therefore  discussed  the  question 
whether  life  is  not  shortened  by  tapping  in  case  of  ovarian  tu- 
mors, and  concludes  that  it  does  shorten  life.  I.  B.  Brown 
also  indorses  this  conclusion.  In  respect  to  polycystic  ovarian 
cysts,  there  should  no  longer  be  any  doubt  of  its  correctness. 

Reserving  tapping,  therefore,  as  a  mere  palliative  measure 
in  cases  exclusively  of  monocysts,  and  of  oligocysts  where  there 

1  "  Certe  autem  junior  Verneyus,  Chirurgus,  siquis  alius,  in  paracentesi  exercita- 
tissimus  diserte  negat,  se  ullam  quae  saccato  hydrope  teneretur,  vidisse  sanatam, 
quin  plures,  quae  satis  bene  valentes,  nullaque  alia  nisi  onerosis  ventris,  molestia 
pressae,  cum  ab  hac  per  eductam  aquam  liberare  se  vellent,  brevi  ait  perisse,  diu 
caetero  quia  imo  interdum  diutissime,  ut  saepe  indicata  exempla  ostendunt,  victuras  ; 
8fcd  et  alii  passim  viderunt,  paracentesim  in  his  morbis  citam  mortem  esse  consecu- 
tam." 

"Mitto  caetera;  nam  vel  ex  hisce  jam  satis,  superque  intelligis  cur  hie  paracen- 
tesis non  modo  inutilis,  sed  et  noxia  miserae  mulieri  contingat." 

"  De  Sed.  et  Caus.  Morb.,"  Lib.  3,  Epist.  xxxviii.,  Art.  68. 
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are  only  two  or  three  large  cysts,  we  may  deduce  the  following 
conclusions : 

1.  In  case  of  patients  extremely  exhausted,  and  evidently 
not  able  to  sustain  the  risks  of  ovariotomy,  it  may  be  resorted 
to,  to  give  relief  for  the  last  remaining  days  ;  or  with  the  hope 
that  the  patient  may  afterward  rally  sufficiently  to  incur  the 
risk  of  the  radical  operation. 

2.  It  may  be  performed  to  relieve  the  patient  for  the  pres- 
ent, in  less  urgent  circumstances ;  it  being  desirable,  for  some 
sufficient  reason,  not  to  perform  ovariotomy  for  several  months 
to  come. 

3.  But  it  should  never  be  resorted  to  as  a  palliative  until  the 
patient  suffers  from  the  size  and  pressure  of  the  cyst,  and  till 
the  respiration  or  digestion  (or  both)  is  decidedly  interfered 
with. 

4.  Tapping  may  be  necessitated  in  cases  of  pregnancy  com- 
plicated with  ovarian  cyst,  or  during  parturition  with  this  com- 
plication, and  this  irrespective  of  the  kind  of  cyst. 

5.  Tapping  should  not  be  performed  in  case  of  a  poly  cyst, 
except  for  the  purpose  of  deciding  the  diagnosis,  and  with  the 
expectation  of  promptly  performing  ovariotomy  if  any  graver 
symptom  arises. 

How  should  Simple  Tapping  he  performed? 

Understanding  the  sources  of  the  danger  of  paracentesis 
abdominis,  in  cases  of  ovarian  cysts,  means  should  be  adopted 
to  avoid  them  so  far  as  possible.  Attention  is  therefore  called 
to  the  following  practical  points  : 

1.  I  should  advise  to  use  a  trocar  and  canula  of  larger  size 
than  is  generally  used,  at  least  as  large  as  a  ISTo.  13  bougie,  if 
the  cyst  be  of  considerable  size,  to  admit  of  injecting  the  cyst, 
if  necessary. 

2.  Always  see  that  the  bladder  is  evacuated  before  the 
operation  is  commenced,  and  that  pregnancy  does  not  exist,  and 
prove  by  percussion  that  no  intestine  lies  in  front  of  the  cyst. 

3.  ISTo  bandage  around  the  patient's  abdomen  during  the 
operation,  as  usually  advised,  is  actually  necessary.  Pressure 
by  the  hands  of  an  assistant  is,  I  think,  to  be  preferred.  After 
the  operation,  however,  a  bandage  is  always  proper. 
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4.  It  is  generally  recommended  that  the  patient  be  in  a 
sitting  position  during  the  operation,  while  Prof.  Simpson  and 
I.  Baker  Brown  adopt  the  recumbent  position,  the  patient  also 
lying  on  the  side.  Each  of  these  positions  has  its  advantages 
in  special  circumstances.  I  adopt  the  following  rules  in  this 
respect:  (1.)  If  the  tumor  is  monocystic,  I  would,  cceteris pari- 
hus,  prefer  the  sitting  posture.  (2.)  If  the  tumor  is  polycystic, 
I  would  adopt  the  sitting  or  the  recumbent  position,  according 
as  either  would  best  secure  the  complete  evacuation  of  the  cyst, 
in  each  particular  case,  and  should  expect  to  resort  to  the  re- 
cumbent position  in  a  majority  of  cases.  But  (8.),  if  the  patient 
were  so  much  debilitated  that  syncope  is  very  probable,  I  would 
put  her  in  an  horizontal  position,  irrespective  of  the  nature  of 
the  tumor. 

5.  I  generally  incise  the  skin  with  a  lancet  or  scalpel,  before 
using  the  trocar  and  canula,  and  always,  if  there  be  a  thickness 
of  half  an  inch  or  more  of  areolar  and  adipose  tissue  to  penetrate. 
Of  course  large  cutaneous  veins  are  to  be  avoided.  If  there  be 
oedema,  press  firmly  upon  the  surface  where  the  trocar  is  to  be 
introduced,  with  the  point  of  the  finger,  for  a  minute  or  more, 
before  using  the  instrument. 

6.  The  place  selected  for  the  puncture  by  most  operators  is 
the  point  in  the  linea  alba  midway  between  the  symphysis  pubis 
and  the  umbilicus.  I.  B.  Brown,  however,  prefers  to  puncture 
in  the  linea  semilunaris,  the  patient  lying  upon  the  same  side. 
(1.)  In  case  of  a  monocystic  tumor,  I  should  prefer  to  puncture 
at  the  point  in  the  linea  alba  just  indicated,  as  the  point  least 
liable  to  be  crossed  by  a  vessel  of  sufficient  size  to  give  trouble. 
(2.)  But,  if  the  tumor  be  polycystic,  I  would  puncture  at  any 
point  on  the  anterior  aspect  of  the  abdominal  walls,  above  the 
level  of  the  anterior  superior  spinous  processes,  and  below  that 
of  the  eighth  rib,  which  promised  the  freest  evacuation  of  the 
cyst  to  be  punctured.  (3.)  Having  once  safely  operated  at  any 
particular  point,  I  would  perform  all  subsequent  tappings  at 
the  same  point,  if  practicable.  I  have  tapped  at  almost  every 
point  within  the  limits  just  mentioned,  and  have  never  had  any 
troublesome  haemorrhage,  except  in  a  single  case  already  men- 
tioned, and  in  this  the  puncture  was  made  in  the  linea  alba, 
as  before  specified. 
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If  the  puncture  is  made  above  the  level  of  the  umbilicus, 
the  probable  risk  is  also  incurred  of  puncturing  the  omentum. 
If  there  be  an  umbilical  epiplocele  together  with  ovarian  cyst, 
this  will  necessarily  be  done. 

In  former  years,  I  sometimes  tapped  four  different  cysts  of 
a  polycyst  at  as  many  different  points  on  the  abdominal  walls, 
at  the  same  time,  without  any  subsequent  trouble,  and  have 
tapped  four  or  five  cysts  with  a  curved  trocar,  all  through  the 
same  opening,  with  similar  impunity  to  the  patient.  I  now 
caution  all  young  surgeons  against  the  repetition  of  this  part  of 
my  experience. 

Some  operators  recommend  that  the  puncture  be  ma.de  per 
vaginam,  as  was  first  done  by  Callisen  in  1795. 

But  there  are  three  considerations  which  I  think  sufficient  to 
deter  us  from  simple  tapping  of  an  ovarian  cyst  per  vaginam,  as 
a  palliative  measure,  under  all  ordinary  circumstances ;  though 
Huguier  advocates  it,  and  thinks  the  danger  has  been  magni- 
fied. These  are  :  (1.)  The  vessels  of  the  tumor  are  larger  and 
more  numerous  at  its  lower  part.  (2.)  If  polycystic,  the  largest 
cysts  are  not  at  its  lowest  part.  (3.)  There  is  greater  risk  of 
wounding  other  organs  by  tapping  per  vaginam.  Exceptional 
cases  may,  however,  arise.  Distinct  fluctuation  and  evident 
thinness  of  the  walls  of  the  cyst,  detected  per  vaginam,  may 
justify  the  operation  through  that  canal  in  case  of  a  monocystic 
tumor ;  and  in  case  of  one  of  the  cysts  of  a  polycystic  tumor 
being  developed  downward,  so  as  to  occlude  the  vagina  in  a 
married  woman,  this  cyst  may  be  in  like  manner  evacuated.  I 
have  twice  performed  the  operation  in  the  circumstances  just 
mentioned,  in  both  instances,  however,  without  any  permanent 
benefit  till  I  also,  in  one  of  them,  injected  the  tincture  of 
iodine.  The  cyst  had  not  refilled  five  years  afterward,  when  I 
last  had  an  opportunity  to  ascertain  the  fact. 

There  is,  however,  a  class  of  ovarian  tumors  in  which  sim- 
ple tapping  per  vaginam  is  proper.  I  mean  those  complicated 
with  ascites,  and  in  which  the  ascitic  fluid,  passing  downward 
into  the  Douglas  cul-de-sac,  produces  prolapsus  of  the  vagina 
to  a  greater  or  less  extent.  Then  the  protrusion  of  the  pos- 
terior vaginal  wall,  with  the  fluctuation,  directly  invites  the 
operation.     I  have  several  times  performed  it  in  such  cases,  and 
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never  with  any  unpleasant  results.  But  here  the  fluid  is  not 
in  the  cyst,  but  in  the  peritoneal  cavity.  I  have  never  seen  an 
ovarian  cyst-  directly  produce  prolapsus  of  the  vagina. 

1.  Lastly,  I  should  evacuate  the  cyst  as  nearly  as  possible 
before  removing  the  canula  ;  and,  if  the  fluid  is  very  viscid  and 
albuminous,  I  would  also  thoroughly  wash  it  out  with  warm 
water.  A  small  amount  of  fluid  almost  always  escapes  into  the 
peritoneal  cavity,  unless  these  precautions  are  taken. 

Since  instances  not  seldom  occur  in  case  of  polycysts  in 
which  the  contents  of  the  cyst  are  too  viscid  to  flow  through 
such  a  canula  as  I  have  recommended,  or  a  false  membrane 
within  the  cyst  may,  itself  not  being  punctured,  at  once 
close  the  puncture  through  the  cyst-wall,  the  operator  will,  of 
course,  first  pass  a  long  probe  through  the  canula  to  remove 
the  obstruction,  whatever  it  may  be.  Failing  still,  he  may  as- 
sume that  the  contents  are  a  dense  colloid  mass,  and  obtain, 
only  after  repeated  efforts  perhaps,  some  particles  of  it  for  ex- 
amination, upon  a  wire  passed  double  through  the  canula,  so 
that  the  loop  at  its  farther  end  may  entangle  a  little  of  it.  This 
substance,  however,  offers  so  little  resistance  to  the  wire  as 
sometimes  to  suggest  that  the  latter  must  be  free  in  the  peri- 
toneal cavity.  But  the  search  for  cystic  contents  of  some  kind 
is  only  to  be  relinquished  when  meantime  sufficient  evidence 
has  accumulated  to  satisfy  the  operator  that  he  has  made  the 
mistake  of  puncturing  a  solid  tumor. 

8.  Finally,  a  proper  bandage  is  to  be  applied,  and  the  pa- 
tient kept  quiet  in  bed  for  several  days,  according  to  the  subse- 
quent symptoms. 

77.  CURATIVE  TREATMENT  OF  OVARIAN  CYSTS. 

A.  Tapping  followed  by  Pressure. — This  plan  of  treatment 
of  ovarian  tumors  was  suggested  by  I.  Baker  Brown  in  1844, 
and  his  cases  were  reported  in  the  The  Lancet  from  that  year  to 
1859.  The  prime  objection  to  it  is  the  suffering  it  gives  the 
patient,  though  Mr.  Brown  asserts  that,  if  his  method  be  ad- 
hered to,  it  is  by  no  means  so  unbearable  as  some  have  reported 
it  to  be ;  in  fact,  that  it  is  generally  not  productive  of  any  de- 
cided discomfort.  The  following  is  his  own  account  of  his 
operation,  which,  like  any  other,  may  fail,  he  remarks,  from  in- 
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attention  and  carelessness :  "  First  of  all,  compresses  of  linen 
or  lint  should  be  so  arranged  as  to  present  a  convex  surface, 
adapted  as  nicely  as  possible  to  the  concavity  of  the  pelvis. 
Over  these  compresses  straps  of  adhesive  plaster  should  be  ap- 
plied, so  as  to  embrace  the  spine,  meeting  and  crossing  in  front, 
and  be  extended  from  the  vertebral  articulation  of  the  eighth 
rib  to  the  sacrum.  Over  this  strapping,  either  a  broad  flannel 
roller,  or,  still  better,  a  band  with  strings  and  loops  which  tie 
in  front,  may  be  applied,  or  a  well-made  bandage,  which,  by 
lacing  in  front,  may  be  gradually  tightened.  These  bandages 
must  be  prevented  from  slipping  upward,  by  a  strap  around 
each  thigh.  Both  the  compresses  and  the  bandages  will  re- 
quire watching  and  adjusting  from  time  to  time,  lest  by  unequal 
pressure  the  bowels  or  bladder  be  subjected  to  inconvenience. 
Also  the  crest  of  the  ilium  should  be  guarded  with  thick  buffalo- 
skin  or  amadou  plaster." 

Mr.  Brown  frankly  admits  that  he  at  first  anticipated  too 
much  from  this  mode  of  treatment,  since,  in  many  of  the  cases 
supposed  to  have  been  cured,  the  sacs  subsequently  refilled. 
He,  however,  reports  six  successful  cases  in  his  work  on  ovarian 
dropsy  (pp.  79-86),  the  first  three  of  which  continued  well  at 
the  end  of  fourteen,  twelve,  and  eight  years.  The  other  three 
cases  had  not  relapsed  at  the  end  of  one,  three,  and  three  years. 

This  is  to  be  regarded  as  a  merely  palliative  measure,  and 
should  be  very  seldom,  if  ever,  resorted  to. 

B.  Tapping  followed  by  Injections  of  Iodine. —  The  distinc- 
tion of  having  been  the  first  to  cure  an  ovarian  cyst  by  the  in- 
jection of  iodine  has  been  assigned  to  Dr.  Alison,  of  Indiana. 
This  was  in  1846.1  This  method  of  treatment  had  been  first 
suggested  by  Yelpeau,  in  1839,2  from  the  well-known  effects  of 
iodine  injection  in  cases  of  hydrocele.3  It  was  first  performed 
in  France,  by  Boinet,  in  1847,  upon  one  of  the  patients  of 
Robert,  surgeon  of  the  Hopital  Beaujon.4 

Denman,  Bell,  and  Hamilton,  had  injected  ovarian  cysts 
many  years  before  with  sulphate  of  zinc,  port  wine,  and  other 

1  Edinburgh  Medical  Journal,  vol.  xxxiv.,  1849,  p.  68. 

2  "  Traile  de  Medecine  Operatoire,"  tome  iv.,  pp.  7,  13. 
8  This  was  first  suggested  by  Martin,  in  1832. 

4  Boinet,  "  Maladies  des  Ovaires,"  p.  241,  note. 
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irritating  fluids,  but  with  such  disastrous  effects  that  the  prac- 
tice had  been  given  up. 

Many  operators,  and  especially  in  France  and  Germany, 
where  ovariotomy  until  quite  recently  found  very  little  favor, 
have  used  iodine  injections  in  the  treatment  of  ovarian  cysts. 
They  were  also,  and  are  still,  though  very  seldom,  resorted  to 
in  Great  Britain.  But  M.  Boinet  took  up  the  subject  so  en- 
thusiastically, and  carried  it  on  so  scientifically,  that  to  him  is 
due  the  credit  of  rendering  it  a  recognized  operation  in  the 
treatment  of  ovarian  cysts. 

To  what  Class  of  Cases  is  this  Treatment  adapted  f 

We  can,  evidently,  never  expect  to  inject  all  the  cysts  of  a 
polycystic  tumor ;  and,  if  we  could  succeed  in  arresting  the 
development  of  even  several  of  them,  this  would  only  make 
more  sure  the  increase  of  the  smaller  ones  in  their  turn.  This 
is,  therefore,  a  procedure  not  to  be  at  all  relied  on,  except  in 
cases  of  monocysts.  Of  eleven  cases  of  .polycystic  tumors  in- 
jected by  Boinet,  several  years  ago,  six  died,  and  five  remained 
unchanged,  and  were  considered  incurable  ;  while,  of  thirty 
patients  with  single  sacs,  treated  by  iodine  injections,  twenty- 
four  were  cured,  three  seemed  to  be  for  a  time,  but  relapsed, 
and  three  died.  Still,  it  has  sometimes  been  found  that  the 
development  of  a  polycystic  tumor  has  been  for  a  time  arrested 
by  injecting  one  or  more  of  the  largest  sacs.  In  case  also  of  one 
of  the  sacs  of  a  compound  cyst  occluding  the  vagina  or  the  rec- 
tum by  its  pressure,  we  may,  perhaps,  check  the  development 
of  the  mass  in  that  direction  by  the  method  under  consideration. 
I  have  succeeded  in  thus  entirely  removing  pressure  from  the 
vagina  in  a  single  instance,  as  already  stated.  It  will,  however, 
be  seen  from  the  results  of  Boinet's  experience,  that  this  opera- 
tion, in  case  of  polycystic  tumors,  totally  fails  to  cure,  besides 
being  even  more  dangerous  than  ovariotomy.  With  the  pos- 
sible exception  just  mentioned,  therefore,  it  will  be  understood 
to  be  restricted  to  monocystic  tumors. 

But  are  all  monocystic  tumors  appropriate  for  the  injection 
of  iodine  ?     Certainly  not ;  for — 

The  nature  of  their  contents  exerts  a  great  influence  on  the 
result  of  the  operation.     If  the  fluid  is  very  dense  and  highly 
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albuminous,  oily,  or  gelatinous,  the  operation  will  not  succeed. 
Inflammatory  products,  such  as  flakes  of  fibrine,  render  its  suc- 
cess very  improbable ;  though  if  there  be  pus  alone  it  generally 
succeeds.  If  the  contents  are  merely  stained  by  blood,  it  also 
succeeds.  If  the  cyst  be  adherent,  the  iodine  injection  will  not 
succeed,  since  the  cyst  cannot  be  made  to  collapse.  And  it 
may  not  collapse  if  the  walls  are  very  thick. 

There  remains,  then,  for  the  iodine  injection  only  the  simple 
monocyst,  without  complications  of  any  kind  as  to  its  walls ; 
with  a  clear  serous,  a  sanguineous,  or  a  purulent  fluid.  And 
the  last  variety  is  cured  by  this  method  about  as  certainly  and 
as  promptly  as  the  two  preceding. 

It  is,  however,  impossible  to  decide  as  to  the  existence  of 
adhesions  previously  to  a  tapping,  if  even  then ;  and  this  opera- 
tion will  sometimes  show  a  cyst  to  be  plural  which  was  pre- 
viously believed  to  be  a  monocyst.  If,  however,  the  tapping 
proposed  to  be  followed  by  the  iodine  injection  demonstrates 
either  of  these  conditions,  no  injury  will  have  been  done,  and 
the  case  will  then  be  set  aside  for  ovariotomy,  or  for  treatment 
by  the  method  next  to  be  explained. 

It  has  been  shown  that  a  first  simple  tapping  of  an  ovarian 
cyst  is  a  more  dangerous  operation  than  has  generally  been 
supposed,  though  very  much  less  so  in  case  of  a  monocyst.  It 
does  not,  however,  appear  from  the  experience  of  Boinet  that 
the  risk  is  at  all  increased  by  the  subsequent  injection  of  the 
iodine  into  the  cyst.  This,  however,  depends  mainly  upon  the 
care  and  precision  with  which  the  operation  is  performed. 

The  Curative  Results  of  Iodine  Injections. 

"While  this  treatment  was  applied  with  little  discrimination 
to  the  different  kinds  of  cysts,  the  results  were,  as  might  be 
expected,  various.  Yelpeau  thought,  in  1856,1  that  if  the  cases 
were  well  selected,  one-half  of  them  were  cured;  while  Dr. 
Simpson  reduced  the  number  to  about  one-third.  According 
to  statistics  laid  before  the  French  Academy  of  Medicine  in  that 
year,  of  one  hundred  and  ten  cases  treated  by  iodine  injections, 
sixty-four  (or  nearly  three-fifths)  were  cured,  thirty-six  were  not 
relieved  at  all,  or  only  temporarily,  and  ten  (one  in  eleven)  died. 

1  American  Medical  Monthly,  1857,  p.  310. 
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Dr.  Gibb  saw  three  cases  cured  out  of  five.1  Cruveilhier  stated 
that  Nelaton  cured  four  cases  out  of  ten  or  twelve,  the  four 
cases  having  serous  and  the  others  albuminous  contents ;  while 
Boinet  cured  twenty-four  out  of  thirty  patients,  by  thirty-two 
operations,  having  also  three  relapses. 

Not  all  the  operators,  however,  had  the  success  just  men- 
tioned ;  and  some  of  the  preceding  cases  very  probably  refilled 
after  two  or  three  years,  since  this  is  a  common  occurrence. 
Dr.  Tyler  Smith  cured  only  two  cases  out  of  twelve,  nine  cases 
having  refilled,  and  one  having  died  within  forty-eight  hours. 
1. 13.  Brown  reports  two  cases  cured  of  about  a  dozen  (pp.  86, 
92).  Of  five  cases  injected  by  Mr.  Spencer  Wells,  two  re- 
mained apparently  well  at  the  time  of  the  report  two  years 
afterward ;  one  began  to  refill  after  two  years,  and  was  again 
injected  ;  another  refilled  twice,  and  was  to  be  injected  a  third 
time,  and  in  the  remaining  one  secondary  cysts  of  a  large  size 
were  subsequently  developed.  Of  six  cases  of  my  own,  two 
were  cured,  three  refilled,  and  one  died.  Jobert  considers  the 
operation  quite  a  harmless  one,  and  Cruveilhier  states  that  he 
has  operated  thirty  times  without  any  accident.  Prof.  Simpson 
has  had  but  one  death  in  twenty  or  thirty  cases.  I  have  had 
one  death  in  six  cases,  though  perhaps  not  fairly  attributable 
to  the  operation  itself.  Scanzoni  operated  four  times,  and  all 
four  of  his  patients  died.  It  must  not,  therefore,  be  looked 
upon  as  so  harmless  an  operation  as  it  is  represented  to  be  by 
Jobert.  If,  however,  restricted  to  the  kind  of  monocyst  I  have 
indicated,  and  the  operation  be  properly  performed,  the  fatality 
is  very  slight,  as  will  be  seen. 

But  we  are  to  judge  of  the  curative  results  of  this  method 
of  treatment  at  the  present  time  by  reference  to  the  experience 
of  M.  Boinet,  who,  since  he  restricted  it  to  the  kind  of  mono- 
cysts  before  mentioned,  and  where,  he  remarks,  "  one  is  almost 
always  sure  of  a  radical  cure  "  (p.  278),  has  had  about  ninety 
cases  of  success  out  of  one  hundred,  and  twenty-seven  out  of  his 
last  twenty-nine  operations.2  Of  his  first  one  hundred  cases, 
he  had  only  sixty-two  cures,  twenty-two  failures,  and  sixteen 
deaths ;  though  only  four  of  the  sixteen  died  within  a  few  days, 
and  from  the  operation  alone.     Of  the  twenty-two  failures,  the 

1  American  Medical  Monthly,  1857,  p.  251.     J  "  Iodotherapie,"  second  edition,  p.  664. 
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majority  were  decidedly  benefited,  and  life  was  prolonged  for 
five  or  six  years.  Of  the  sixteen  who  died,  ten  had  polycysts, 
and  one  an  areolar  cyst.  Of  the  twenty -two  failures,  twenty 
were  cases  of  polycysts.1  Of  the  thirty-eight  cases  of  failure 
and  death,  thirty-three  at  least  were  cysts  which  Boinet  would 
now  reject  as  incurable  by  this  method  of  treatment.  Restrict- 
ing the  number  to  the  proper  cases,  his  success  was,  therefore, 
sixty-two  cures  out  of  sixty-seven  cases. 

Taking  this  one  hundred  cases  in  the  order  in  which  they 
were  performed,  he  had  the  results  above  mentioned,  from 
three  hundred  and  thirty-four  tappings,  and  three  hundred  and 
twenty-seven  iodine  injections,  as  follows : 


No.  of  Operations. 


1  tapping  and  1  injection.. 

2  tappings  "     2  injections. 

3  "  3        " 

4  "  4        "         . 

5  "  5        " 


9 
15 
1Y 

20 
26 


9 

15 
1Y 
20 
19 


No.  of  Cases.2 

Cures. 

Failures. 

45 

37 

8 

18 

10 

8 

8 

5 

3 

10 

3 

Y 

3 

None. 

3 

Y 

4 

3 

3 

1 

2 

1 

None. 

1 

2 

1 

1 

1 

None. 

1 

1 

None. 

1 

Here  are  sixty-one  cures  and  thirty-eight  failures.  The 
operation  did  not  produce  any  unpleasant  result  in  a  single 
instance.  Several  of  these  cysts  were  polycysts.  It  may  be 
added  that  in  all  cases,  if  no  benefit  has  resulted  from  this  treat- 
ment, the  patients  are  left  in  as  favorable  a  condition  for  ovari- 
otomy as  they  were  before  the  treatment  was  commenced.  An 
oligocyst  of  three  or  four  cysts  only  may  be  treated  by  iodine 
injections,  only  one  cyst  being  injected  at  a  time.  If  the  first 
operation  does  not  succeed,  a  second  is  resorted  to,  when  the 
cyst  is  about  half  filled  again.  Boinet  would  prefer  to  make 
the  first  operation  while  the  cyst  is  small,  and  as  soon  as  fluctua- 
tion can  be  felt ;  but  does  not  decline  any  case  on  account  of 
the  size  of  the  cyst. 

The  Form  and  the  Strength  of  the  Iodine  Injection. — Solu- 
tions of  iodine  of  very  different  degrees  of  strength  have  been 
injected  into  ovarian  cysts  by  different  operators.     M.  Bonnet, 


14 


1  Though  some  of  them  were  decidedly  benefited  for  a  time. 
Only  ninety-nine  cases  are  here  given. 
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of  Lyons,  who  generally  kept  the  catheter  in  situ  for  some  days 
or  weeks,  and  repeated  the  operation  several  times,  used,  at 
first,  a  mixture  of  100  parts  of  water  with  100  of  tincture  of 
iodine  and  4  of  iodide  of  potassium  ;  he  afterward  doubled  the 
proportion  of  tincture,  and,  when  the  cyst  is  considerably  les- 
sened, used  the  pure  tincture.  Prof.  Simpson  sometimes  used 
the  liquor  iodinii  compositus  (Ed.)  (8  grains  iodine  and  3  ss  po- 
tassii  iodid.  to  3  j  water) ;  and  sometimes  the  tincture  of  iodine 
(Ed.)  (  3  ss  to  ^  j  alcohol).  This  tincture  is  one-quarter  stronger 
than  that  made  according  to  the  U.  S.  formula.  Dr.  Bellows, 
of  Cork,  successfully  used  3  ij  tinct.  iodinii  comp.  to  §  j  of  dis- 
tilled water.  I.  B.  Brown  used  the  undiluted  Edinburgh  tinct- 
ure, as  do  most  of  the  English  operators.  I  used  the  U.  S. 
tincture  undiluted. 

The  quantity  of  the  fluid  used  has  varied  with  the  size  of  the 
cyst  and  other  circumstances,  from  one  ounce  to  even  fourteen 
ounces.  Sometimes  the  whole  amount  injected  has  been  left  in 
the  cyst ;  at  others,  most  of  it  has  been  passed  out  before  re- 
moving the  canula ;  for,  with  the  exception  of  M.  Bonnet, 
operators  have  removed  the  canula  (or  bougie)  on  completing 
the  injection.  I  have  removed  most  of  the  tincture,  after  assur- 
ing myself  that  I  had  brought  it  into  contact  with  the  whole 
lining  membrane  of  the  cyst,  believing  that  no  advantage  can 
accrue  from  leaving  several  ounces  to  be  absorbed,  while  serious 
disadvantages  may  result.     For — 

1.  Only  the  portion  in  contact  with  the  cyst  exerts  any 
change  upon  it ;  and  any  considerable  overplus,  especially  if  the 
cyst  be  distended,  increases  the  risk  of  some  portions  passing 
into  the  peritoneal  cavity — a  serious  accident,  as  will  be  seen 
farther  on. 

2.  There  is  no  advantage  in  leaving  in  the  cyst  more  than 
enough  of  the  solution  to  cover  its  internal  surface,  though 
more  may  have  been  at  first  injected,  to  make  sure  of  its  contact 
at  every  point.  On  the  other  hand,  the  danger  above  men- 
tioned is  thus  greatly  increased ;  while  at  the  same  time  the  ab- 
sorption of  so  large  an  amount  of  iodine,  besides  being  totally 
useless  in  itself,  generally  produces  great  prostration  and  pro- 
longed vomiting,  which  in  a  feeble  patient  might  induce  fatal 
consequences. 
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3.  The  use  of  a  small  quantity  of  the  solution,  and  this  most- 
ly withdrawn  in  a  few  minutes,  has  been  actually  found  quite 
as  successful  as  the  opposite  practice. 

Boinet  uses  the  following  formula,  and  the  same  quantity, 
whether  the  cyst  is  large  or  small — containing  2  lbs.  or  50  lbs. 
of  fluid  (p.  276).  Gradually  increasing  the  strength  as  the  case 
goes  on,  he  does  not  hesitate  at  length  to  use  the  pure  tincture 
of  iodine  with  the  iodide  of  potassium  still  added : 

Distilled  water (100  parts),     §  iij  and  3j 

Tincture  of  iodine  (Codex)     .         .  (100  parts),     §  iij  and  3j 

Iodide  of  potassium  .         .         .  (4  or  5  parts),      3j     to      3jJ 

(Or  tannic  acid      .         .         ..        .  (1  or  2  parts),  grs.  xv  to  grs.  xxx) 

How  to  perform  the  Iodine  Injection.  — A  somewhat  com- 
plicated apparatus  is  described  by  Dr.  Simpson,1  of  which  the 
object  is  to  exclude  the  air  from  the  interior  of  the  cyst  during 
the  operation.  Boinet  uses  merely  a  large  trocar  and  canula  ;  a 
gum-elastic  catheter,  with  four  to  six  large  lateral  openings,  accu- 
rately fitting  the  latter ;  and  a  syringe,  the  nozzle  of  which  is  ac- 
curately adapted  to  the  catheter.  He  performs  the  operation  in 
the  following  manner,  and  considers  every  point  specified  as 
important  in  guarding  against  grave  and  even  fatal  accidents  : 

The  puncture  is  made  by  the  large  trocar  on  the  side  on  which  the  cyst 
commenced,  and  as  near  its  point  of  origin  as  possible — i.  e.,  immediately 
above  Poupart's  ligament.  The  trocar  is  withdrawn,  and  the  fluid  allowed 
to  flow,  the  canula  remaining  in  place,  without  the  least  movement  of  the 
patient,  or  pressure  upon  the  abdomen.  When  about  three-fourths  of  the 
liquid  has  come  away,  the  gum-elastic  tube  is  passed  through  the  canula 
and  to  the  bottom  of  the  cyst,  and  the  canula  withdrawn.  As  soon  as 
the  cyst  is  evacuated  the  injection  is  made,  provided  the  fluid  is  serous  and 
limpid ;  otherwise  the  cyst  is  previously  washed  out  with  warm  water. 
The  injection  should  remain  in  the  cyst  from  five  to  ten  minutes,  and  then 
be  withdrawn.  A  little  will  of  course  remain,  but  produce  no  inconven- 
ience. "While  the  injection  is  remaining  in  the  cyst,  the  latter  may  be 
slightly  kneaded,  and  the  patient  may  take  different  positions,  in  order  to 
bring  the  former  into  contact  with  every  part  of  the  wall  of  the  cyst.  This 
contact  produces  no  pain. 

These  manipulations  being  accomplished,  the  catheter  is 
next  to  be  withdrawn.  And  at  this  point  of  the  operation 
several  important  precautions  are  to  be  taken;  and  which  will 

1  "  Clinical  Lectures  on  the  Diseases  of  Women,"  New  York,  1872,  p.  477. 
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be  particularly  insisted  on.  For,  if  the  tube  be  rudely  with- 
drawn, its  advantages  are  lost,  and  grave,  even  fatal  accidents 
may  result. 

The  advantages  of  the  gum-elastic  tube,  used  instead  of  the  canula  of 
the  trocar,  are  numerous:  1.  Being  passed  as  far  as  possible  into  the  inte- 
rior of  the  cyst,  there  is  no  danger  of  its  being  drawn  out  of  the  latter 
if  it  retracts,  as  has  happened  with  the  too  short  canula.  2.  Being  much 
longer  than  the  canula,  it  forces  such  a  connection  between  the  cyst  and 
the  abdominal  wall  as  to  allow  of  the  kneading  of  the  cyst  without  fear 
of  the  escape  of  the  tincture  of  iodine  into  the  peritoneal  cavity.  3.  Leav- 
ing the  syringe  attached  to  the  outer  extremity  of  the  catheter  while  the 
injection  remains  in  the  cyst,  in  order  to  prevent  its  flowing  out,  it  will  not 
only  draw  out  all  the  tincture  of  iodine  in  the  cyst,  and  also  remove  the  air 
if  any  has  entered,  but  it  will  also  even  draw  the  walls  of  the  cyst  into 
contact.  4.  While  removing  the  catheter,  the  syringe  must  still  remain  in 
its  hermetical  connection  with  it,  and  continue  to  draw  the  contents  of  the 
cyst  through  it,  until  the  tube  is  completely  withdrawn. 

The  withdrawal  of  the  catheter,  armed  with  the  syringe,  demands  par- 
ticular care.  To  avoid  the  escape  of  the  fluid  of  the  cyst,  or  the  injection, 
into  the  peritoneal  cavity,  or  the  introduction  of  air  into  the  cyst,  it  should 
be  done  in  the  following  manner :  First,  slide  the  thumb  and  forefinger 
of  the  left  hand  along  the  tube  down  to  the  surface  of  the  abdomen,  and 
gently  press  against  the  latter  till  the  abdominal  wall  at  that  point  comes 
into  immediate  contact  with  the  wall  of  the  cyst,  leaving  no  interval  be- 
tween them.  Then,  these  two  walls  touching  each  other  at  all  points 
around  the  catheter,  withdraw  the  tube  quickly  with  the  right  hand ;  or, 
still  better,  let  an  assistant  withdraw  it :  while  pressing  as  before  with  the 
left  hand,  the  right  hand  produces  the  vacuum  with  the  syringe  while 
still  withdrawing  it  with  the  tube.  Having  done  this,  the  left  hand  still 
presses  upon  the  abdomen  for  a  few  minutes,  to  keep  the  abdominal  wall 
in  contact  with  the  cyst,  and  to  allow  the  opening  made  by  the  trocar  to 
close  up.  Before  removing  this  pressure,  the  patient  is  placed  upon  the 
side  opposite  to  the  puncture,  to  prevent  any  flowing  of  fluid  from  the  cyst 
if  it  still  contains  any.  This  position  must  be  maintained  for  twenty-four 
to  forty-eight  hours.  Lastly,  a  piece  of  diachylon  or  a  layer  of  collodion 
is  applied  over  the  puncture,  and  upon  this  graduated  compresses,  in  order 
to  keep  the  abdominal  wall  still  in  contact  with  the  cyst.  A  bandage  prop- 
erly applied  completes  the  dressing  required  (pp.  248-251). 

The  Symptoms  following  Iodine  Injections. — It  was  predicted 
that  the  most  fearful  effects  would  follow  the  injection  of  iodine 
into  ovarian  cysts,  and  the  experience  of  some  operators  cer- 
tainly seemed  to  confirm  the  prediction.  Since,  also,  all  the 
iodine  left  in  the  cyst  is  to  be  eventually  absorbed,  we  should 
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expect  severe  symptoms  from  the  large  quantities  sometimes 
used. 

The  rapidity  of  absorption  is  sometimes  astonishing,  since 
the  taste  of  the  iodine  may  be  perceived  in  a  few  minutes  by 
the  patient,  and  in  half  an  hour  the  iodine  may  be  discovered 
in  the  urine,  the  sweat,  the  saliva,  the  tears — in  short,  I.  B. 
Brown  remarks,  in  every  secretion  of  the  body.  In  his  own 
cases  also,  five  or  six  ounces  of  the  solution  having  been  left 
in  the  cyst,  great  prostration  and  vomiting  ensued,  which  were 
removed  in  seventy-two  hours  or  more  by  the  use  of  stimu- 
lants. 

It  was  also  assumed  that  the  iodine  injection  produces  the 
cure,  if  at  all,  by  exciting  an  inflammation  within  the  cyst. 
This  is  now  known  not  to  be  the  fact :  it  simply  modifies  the 
structure  of  the  lining  membrane  of  the  cyst,  and  its  secretion, 
until  the  latter  ceases.  Sometimes  in  case  of  cure  a  small  hard 
tumor  remains ;  in  others,  not  a  trace  of  the  previously  exist- 
ing cyst. 

Boinet,  who,  as  he  remarks,  has  performed  this  operation 
by  hundreds,1  and  more  than  a  thousand  times 2  in  the  presence 
of  his  confreres,  unqualifiedly  asserts  that  the  injection  of  the 
tincture  of  iodine  into  an  ovarian  cyst  never  produces  pain  ; 
while  it  always  produces  intense  pain  if  it  falls,  in  the  least 
quantity,  into  the  peritoneal  cavity.  He  maintains,  therefore, 
that  in  all  the  eases  reported  by  operators  as  suffering  intense 
pain  from  this  cause,  they  actually  introduced  the  iodine,  or  let 
it  pass  from  the  cysts  into  the  cavity,  of  the  peritonseum.  And 
this  mistake  might  occur  in  several  ways  and  be  overlooked. 

1.  Too  large  a  quantity  of  the  injection  being  left  in  the 
cyst,  a  portion  of  it  may  escape  into  the  peritoneal  cavity  on 
the  withdrawal  of  the  catheter. 

2.  Sometimes  ascites  coexisting  with  ovarian  cyst,  and  a 
layer  of  fluid  intervening  between  the  cyst  and  the  abdominal 
walls,  the  former  is  not  reached  at  all  by  the  trocar  as  the  oper- 
ator intended,  and  the  tincture  of  iodine  is  injected  directly 
into  the  peritoneal  cavity. 

3.  Or  an  encysted  hematocele  may  be  mistaken  for  an  ova- 
rian cyst,  and  pain  will  be  produced  by  injecting  the  iodine. 

1  "  Par  centaines,"  p.  267.  2  "  Plus  de  mille  fois,"  p.  237. 
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The  result  will  not,  however,  be  fatal  in  such  a  case,  but  may 
be  curative.  Boinet  records  such  a  mistake  against  himself, 
which  resulted  fortunately. 

4.  If  the  canula  of  the  trocar  has  been  used  instead  of  the 
longer  catheter,  it  may  have  been  displaced  from  the  cyst  by 
pressure  on  the  abdomen,  or  by  movements  of  the  patient,  and 
thus  the  iodine  may  have  entered  the  peritoneal  cavity.  Or, 
the  few  drops  of  the  tincture  in  the  canula  may  fall  from  it  into 
that  cavity,  while  the  latter  is  being  withdrawn. 

Many  patients  have  no  sensation  at  all  at  the  moment  of 
the  injection  ;  others  have  a  slight  sensation  of  heat.  If  there 
be  a  decided  pain,  there  has  been  a  slight,  perhaps  the  very 
slightest,  contact  of  the  tincture  with  the  peritonaeum.  If  it 
becomes  very  severe  and  persists  longer,  there  is  reason  to  fear 
that  much  or  all  of  the  tincture  has  entered  the  peritoneal 
cavity ;  and  the  consequences  may  be  serious,  and,  indeed,  are 
very  often  fatal. 

Sometimes  almost  instantly,  and  in  other  cases  after  several 
hours,  the  patient  has  a  taste  of  iodine  in  the  mouth ;  rarely 
nausea  or  desire  to  vomit ;  sometimes  a  headache,  a  slight  ma- 
laise, or  a  general  restlessness ;  at  other  times,  agitation,  sleep- 
lessness; in  a  word,  all  the  symptoms  of  iodism,  and  not  of 
iodine  intoxication.  All  these  symptoms  are,  however,  of  no 
importance,  and  disappear  spontaneously  within  twenty-four 
hours.  Iodine-poisoning  never  occurs,  nor  does  gangrene  ever 
ensue ;  even  if  the  whole  injection  is  left  in  the  cyst,  there  is 
not  the  least  occasion  for  alarm.  The  iodine  symptoms  are 
only  somewhat  more  pronounced. 

M.  Boinet  gives  the  following  conclusions  respecting  the 
mode  of  treatment  under  consideration  (pp.  280,  281) : 

1.  "  One  or  several  tappings  followed  by  iodine  injections, 
in  case  of  ovarian  cysts,  have  never  presented  the  least  danger, 
whether  they  were  unilocular,  simple,  or  complicated  and  multi- 
locular. 

2.  "  These  injections,  in  case  of  simple  cysts,  have  ahnost 
always  produced  a  cure ;  and  often  a  remarkable  amelioration 
in  cysts  not  possible  to  cure,  as  multilocular  cysts. 

3.  "  Simple  unilocular  cysts,  with  a  watery,  citrine,  sangui- 
neous, or  purulent  fluid,  whatever  their  size,  are  often  cured  by 
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a  single  tapping  and  injection ;  and  our  last  twenty-nine  oper- 
ations have  given  twenty-seven  cures. 

4.  "  Several  tappings  and  several  injections  may  be  practised 
in  succession  upon  the  same  cyst  without  inconvenience. 

5.  "  It  is  important  to  inject  ovarian  cysts  early,  and  before 
they  acquire  a  large  development,  contract  adhesions,  and  have 
impaired  the  general  health." 

Thus  far  M.  Boinet  on  iodine  injections,  and  in  18C5.  But 
to  decide  in  advance  that  a  given  ovarian  cyst  is  a  "  single  and 
in  all  respects  totally  uncomplicated  "  cyst,  is  quite  impossible ; 
and  there  are  but  very  few  ovarian  cysts,  respecting  which  the 
surgeon  is  consulted,  which  have  not  already  attained  to  the 
second  or  even  the  third  stage.  Besides,  many  cysts,  with  a 
perfectly  clear  fluid,  are  cured  as  has  been  shown,  by  a  single 
tapping  alone  ;  these  being  cysts  of  the  broad  ligament,  though 
often  mistaken  for  ovarian  cysts  (p.  100). 

We  may  therefore  receive  the  laudations  of  iodine  injections 
after  tapping,  as  a  curative  measure,  in  case  of  ovarian  cysts, 
with  some  degree  of  reserve.  And  Mr.  S.  Wells,  at  a  meeting 
of  the  Royal  Medical  and  Chirurgical  Society  of  London,  re- 
marked, in  1869,  that  he  had  recently  conversed  with  M.  Nek- 
ton and  M.  Boinet,  who  had  both,  after  a  large  experience,  come 
to  the  same  conclusion  to  which  his  own  experience  in  seven 
cases  led.  Only  one  of  his  seven  patients  was  then  alive  who 
had  not  subsequently  undergone  ovariotomy.  This  one  was 
still  in  tolerable  comfort,  ten  years  after  the  injection;  but 
quite  a  large  cyst  could  still  be  felt.  He  thought  injections  of 
iodine  should  be  restricted,  in  case  of  monocysts  with  viscid 
contents,  and,  of  all  polycysts,  to  instances  for  some  reason  not 
admitting  of  ovariotomy,  but  where  a  cure  may  be  hoped  for 
from  suppuration  and  drainage.1 

In  the  history  of  the  surgical  treatment  of  ovarian  cysts, 
iodine  injections  naturally  precede  the  bolder  operation  of  ova- 
riotomy. And  there  was  nothing  better  for  France  so  long  as 
ovariotomy  was  universally  anathematized  by  the  profession 
there.  But  a  change  has  occurred  since  1862,  of  which  the 
causes  will  appear  farther  on. 

In  Austria,  therefore,  where  ovariotomy  has  hitherto  been 

1  Medical  Times  and  Gazette,  May  29,  1869. 
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crowned  with  but  small  success,  and  is  but  seldom  performed, 
iodine  injections  have  been  and  still  are  frequently  resorted  to  ; 
though  the  advent  of  Billroth  at  Vienna  is  changing  public 
opinion  in  favor  of  ovariotomy.  Dr.  S.  Fiirst  reports  eight 
cases  treated  by  Dr.  G.  Braun,  of  Yienna,  in  this  way.1  He 
adopts  the  views  of  Schuh,  and  operates  while  the  patient 
still  presents  a  healthy  appearance ;  the  cyst  being  unilocular, 
thin,  roundish,  equally  resistant,  and  not  too  large,  with  serous, 
yellowish-gray,  or  somewhat  brownish-red  contents  : 

Case  I. — Unilocular,  very  large  cyst.  Tapping  and  injection  of  iodinii 
tinct.  If  oz. ;  potassii  iodidi  56  grs. ;  aquse  destillatse  4f^  oz.2  Complete 
cure.     Pregnancy  and  normal  delivery  two  years  afterward. 

Case  II. — Large  unilocular  and  rather  tense  cyst,  with  thin  walls. 
Cured  by  one  injection. 

Case  III. — Thin-walled,  unilocular  cyst,  size  of  man's  head.  Cured  by 
one  injection. 

Case  IV. — Unilocular  thin-walled  cyst.     One  injection.     Cure. 

Case  V. — Unilocular  cyst,  extending  to  umbilicus.     Injection.     Cure. 

Case  VI. — Cyst  size  of  a  man's  head.  Tapped  per  vaginam.  Injection. 
Cure. 

Case  VII. — Unilocular  cyst  right  side;  lateroflexion  of  uterus  to  left. 
Kectocele.  Injection  twice  per  vaginam.  Slight  constitutional  symptoms. 
Cure. 

Case  VIII. — Unilocular  cyst.  Considerably  diminished  by  injection, 
but  attains  former  size  after  nine  months.  Ovariotomy;  death.  Several 
cases  are  also  mentioned  as  cured  by  Pitke,  Habit,  and  Dittel. 

C. — Tapping  followed  by  the  Maintenance  of  a  Permanent  Open- 
ing-  into  the  Cyst. — 1.  This  idea  was  first  carried  into  practice  by 
Ledran,  in  1836,  who  made  an  incision  (about  four  inches  long) 
through  the  abdominal  walls  into  an  ovarian  cyst,  and  kept  it 
open  by  pledgets  of  lint,  and  a  canula  of  sheet-lead,  for  five 
months.  The  patient  ultimately  recovered.  In  another  case, 
the  discharge  continued  two  years,  with  a  like  result.  It  was 
proposed  by  Recamier,  in  1824,  to  produce  adhesion  of  the  cyst 
to  the  abdominal  walls  by  the  application  of  caustic  potassa, 
before  making  the  incision,  which  method  has  been  adopted  by 
Tilt,  Pereira,  and  others.  This  operation  is,  however,  more 
fatal  than  even  ovariotomy,  and  can  properly  find  a  place  only 

1  Wiener  Medical  Presse,  October,  1869,  pp.  18,  23. 

2  I.  e.,  60  grammes,  3.75  grammes,  and  150  grammes. 
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in  some  cases  perhaps  in  which  ovariotomy  is  rendered  impos- 
sible by  the  existence  of  very  extensive  adhesions. 

Mr.  Bryant,  of  St.  Thomas's  Hospital,  reports  two  cases 
treated  in  this  way,  of  which  the  first  was  successful.  In  the 
second,  ovariotomy  had  been  attempted  by  another  surgeon, 
the  cyst  subsequently  sloughed,  and  recovery  unexpectedly 
ensued.1 

2.  The  same  principle  is,  however,  carried  into  effect  in  a 
somewhat  less  objectionable  way  by  tapping  the  tumor  in  the 
usual  way,  or  jper  vaginam,  or  per  rectum,  and  leaving  the 
canula  in  situ  till  the  cyst  collapses  and  the  discharge  finally 
ceases.  Of  course,  an  exhausting  discharge  for  months  or  years 
ensues,  as  in  case  the  incision  is  used ;  and  the  result  is  so  gen- 
erally fatal  that  I  can  only  in  exceptional  cases  recommend  the 
practice.  It  should  be  applied  to  monocysts  only,  and  the 
smaller  the  cyst  the  greater  the  chance  of  final  success.  Briquet 
tried  this  method  several  times,  but  suppuration  almost  always 
destroyed  his  hopes  ;  and  Dr.  "West  had  almost  fatal  peritonitis 
occur  in  two  out  of  his  three  cases.  Recamier  and  Michon  have 
lost  their  cases  from  peritonitis.8 

Boinet  has  had  a  considerable  experience  in  tapping  ova- 
rian cysts  and  injecting  with  iodine  from  time  to  time,  con- 
stantly leaving  the  canula  in  situ  y  and  I  derive  the  following, 
on  this  subject,  from  his  work,  already  frequently  quoted. 

The  only  cysts  adapted  to  this  treatment,  he  asserts,  are 
monocysts  containing  a  dense,  very  albuminous,  or  oily  fluid ; 
as  he  would  treat  those  containing  a  serous  or  purulent  fluid 
by  injections  of  iodine  alone.  Formerly  the  immediate  objects 
of  treatment  were : 

1.  To  produce  adhesion  of  the  abdominal  walls  to  the  cyst, 
around  the  site  of  the  canula. 

2.  To  promote  the  constant  flow  of  the  fluid  of  the  cyst, 
and  favor  the  application  of  the  washings  or  the  injections  re- 
quired during  the  treatment. 

Several  instruments  have  been  invented  to  prevent  the 
escape  of  fluid  from  the  cyst  into  the  peritoneal  cavity.     In 

1  "Guy's  Hospital  Reports,".  1869. 

2  Sir  J.  Y.  Simpson's  "  Clinical  Lectures  on  Diseases  of  Women,"  New  York, 
1872,  p.  465. 
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1842,  M.  Rambaud  presented  one  to  the  French  Academy  of 
Medicine  of  the  following  description :  It  consists,  in  addition 
to  the  canula  of  an  ordinary  trocar,  of  a  second  external  canula, 
welded  to  the  former  at  its  distal  extremity.  At  one-half  to 
three-fonrths  of  an  inch  from  the  common  opening  of  the  two 
canulse,  the  outer  one  is  divided,  for  a  length  of  two  and  a 
half  to  three  inches,  into  four  equal  branches,  having  joints 
at  their  middle  and  at  both  ends.  The  trocar,  thus  arranged,  is 
plunged  into  the  cyst,  and  the  outer  canula,  being  slid  forward 
upon  the  inner  one,  opens  like  an  umbrella  within  the  cyst, 
and  is  then  made  to  bring  the  latter  into  direct  contact  with 
the  abdominal  wall,  where  it  is  held  by  a  movable  disk,  which 
slides  down  upon  the  surface  of  the  abdomen,  and  is  fixed  there 
by  a  screw.1  This  instrument  is  kept  in  place  a  sufficient  length 
of  time  to  secure  inflammation  and  adhesion  of  the  two  surfaces 
in  contact.2  M.  Panas  and  M.  Kelaton  have  also  devised  in- 
struments acting  on  the  same  principle. 

Boinet,  however,  prefers  to  all  these  instruments  a  simple 
gum-elastic  bougie  (like  the  one  he  uses  for  iodine-injections), 
introduced  through  the  canula  after  the  withdrawal  of  the 
trocar,  as  being  more  convenient  for  withdrawing  the  fluid, 
and  practising  the  washings  and  the  injections  required.  And, 
in  using  this,  no  preliminary  steps  are  required  for  producing 
adhesion  of  the  cyst  to  the  abdominal  walls,  it  being  constantly 
left  in  the  former. 

The  operation  of  tapping  the  cyst,  washing  it  out,  and  inject- 
ing the  tincture  of  iodine,  is  performed  precisely  as  described 
on  p.  211.  The  iodine,  however,  is  to  be  left  somewhat  longer 
in  the  cyst  (ten  to  fifteen  minutes),  and  is  then  withdrawn,  as 
before  explained.  The  catheter  is  then  closed  by  a  well-fitted 
stopper,  and  kept  in  place  by  an  appropriate  bandage.  The 
stopper  is  to  be  removed  several  times  daily,  in  order  to  keep 
the  cyst  empty ;  and,  if  the  tube  becomes  clogged  up,  warm 
water  is  to  be  forced  through  it  by  the  syringe. 

If  the  fluid  in  the  cyst  acquires  an  odor  of  decomposition 
after  the  operation,  the  cyst  must  be  washed  out  daily  with 

1  A  similar  instrument  has  also  been  introduced  by  Dr.  T.  G.  Thomas  for  tap- 
ping the  cyst  in  ovariotomy. 

*  Gazette  Medirale,  1842,  p.  111. 
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warm  water,  and  the  iodine-injection  be  more  frequently  re- 
peated. If  it  does  not,  the  cyst  may  be  washed  out  once  in 
three  or  four  days,  and  the  iodine  be  injected  once  in  ten 
days. 

The  tube  should  be  replaced  by  a  new  one  in  ten  days ;  at  the 
end  of  which  time  adhesions  should  have  formed  between  the 
cyst-wall  and  that  of  the  abdomen,  and  after  which  there  is,  of 
course,  no  fear  of  escape  of  the  iodine  into  the  abdominal  cavity. 
As  long  as  the  tube  is  necessary,  it  must  be  changed  once  in  eight 
to  ten  days,  the  size  being  gradually  increased.  After  the  re- 
moval of  the  catheter,  the  patient  must  not  move  in  the  least, 
till  the  other  is  introduced.  The  inner  extremity  of  the  tube 
should  not  be  allowed  always  to  rest  upon  the  same  point  in 
the  interior  of  the  cyst. 

When  the  fistulous  passage  and  the  adhesions  are  well 
established,  the  gum-elastic  tube  may  be  replaced  by  one  of 
platina  or  of  ivory,  and  the  patient  be  allowed  to  walk  about. 
This  treatment  will  need  to  be  continued  for  months,  and 
sometimes  for  years.  It  is  also  scarcely  if  at  all  less  dangerous 
than  ovariotomy,  and  should  therefore  be  reserved  for  cases  in 
which  for  some  reason  ovariotomy  is  not  to  be  thought  of,  or 
those  in  which  ovariotomy  has  been  attempted,  but  found  im- 
possible by  reason  of  adhesions.1 

But,  if  the  method  of  tapping  and  keeping  the  canula  in  situ 
is  to  be  resorted  to,  tapping  per  vaginam  is  to  be  preferred. 
Scanzoni  is  said  to  have  cured  eight  cases  out  of  fourteen  in 
this  way.  Kiwisch  commended  this  method  very  highly,  and 
Dr.  Schnetter,  of  this  city,  has  extended  Kiwisch's  method  to 
polycysts,  as  well  as  improved  it.  I  discern  no  advantage  in 
tapping  per  rectum  in  any  circumstance;  though  Tavignot 
preferred  that  procedure  in  all  cases  in  which  the  cyst  can  be 
opened  from  that  canal. 

Yarious  instruments  have  been  proposed  for  this  method  of 
treatment,  at  different  times ;  and  it  has  been  tried  by  Neumann, 
Recamier,  Arnolt,  Waltz,  Ogden,  Koetig,  Waltson,  Bishop, 
Schwabe,  Briquet,  Michon,  Huguier,  and  others.  But  Boinet 
asserts  that  it  gave  no  better  result  than  when  the  puncture 

1  See  report  of  such  a  case  by  Dr.  W.  W.  Green,  Boston  Medical  and  Surgical 
Journal,  March  2,  1871,  p.  140. 
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was  made — the  canula  being  left  in  situ — through  the  abdomi- 
nal walls. 

Dr.  E.  Noeggerath,  of  New  York,  has  published  1  six  cases 
thus  treated  by  himself,  with  the  following  very  satisfactory  re- 
sults :  Five  of  the  cases  recovered.  He  also  tabulates  fifty-three 
operations  of  this  kind,  with  the  following  results  :  Thirty-four, 
or  61.8  per  cent.,  were  successful;  the  disease  returned  in  three 
cases  ;  result  remained  undecided  in  four ;  and  death  occurred 
in  fourteen  cases,  or  25-^-  per  cent.  Seven  of  these  deaths  were 
caused  by  septicaemia  and  secondary  peritonitis ;  one  by  typhoid 
fever ;  and  one  by  an  attack  of  peritonitis  not  caused  by  the 
operation  itself. 

But  I  allude  to  Dr.  Noeggerath's  article  especially  for  the 
purpose  of  calling  attention  to  the  important  improvement 
made  by  him  in  the  operation  under  consideration.  At  first  he 
used  a  long  curved  trocar  and  canula,  withdrawing  the  former 
and  evacuating  the  cyst,  and  then  passing  through  the  canula 
and  into  the  cyst  a  long  knife,  with  which  he  made  a  free  in- 
cision into  the  cyst,  as  he  withdrew  the  canula  and  the  knife 
together.  He  then  introduced  a  larger  tube  into  the  cyst,  and 
retained  it  there  till  the  cure  was  effected. 

More  recently,  however,  he  has  made  the  following  very 
great  improvement  in  this  operation :  He  first  makes  a  trans- 
verse incision  about  one  inch  long,  behind  the  cervix  uteri  and 
through  the  roof  of  the  vagina,  up  to  the  cyst.  This  coming 
into  view,  is  then  evacuated  by  a  free  incision ;  and  finally  the 
edges  of  the  two  incisions  are  stitched  together  by  five  or  six 
silver  sutures.  The  cyst  is  thus  left  freely  and  permanently 
open  into  the  vagina.  It  is  washed  out  daily  for  a  time  with 
antiseptic  injections,  until  it  finally  contracts  and  ceases  to 
afford  any  secretion.  The  cure  is  effected,  in  favorable  cases, 
in  four  to  six  weeks.  By  this  method  opportunity  is  afforded 
of  preventing  any  escape  of  fluid  from  the  cyst,  or  any  entrance 
of  air,  into  the  peritoneal  cavity,  as  well  as  the  absorption  of 
putrescent  fluid  from  the  cyst.  Up  to  December  15,  1871,  Dr. 
Koeggerath  had  operated  six  times  in  this  way  with  five  success- 
ful results ;  five  of  the  operations  were  for  polycysts. 

1  "On  Ovariocentesis  Vaginalis,"  American  Journal  of  Obstetrics,   May,  1869, 
p.  229. 
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I  regard  this  operation,  as  improved  and  practised  by  Dr. 
Noeggerath,  as  being  of  the  highest  value  in  those  cases  of  ova- 
rian cysts  to  which,  on  account  especially  of  adhesions,  ovari- 
otomy is  not  applicable.  Many  of  the  cases  of  unfinished  ovari- 
otomy, so  called,  may  doubtless  be  cured  in  this  way.  And  Dr. 
Noeggerath  has  shown  that  not  merely  simple  cysts  of  a  moder- 
ate size  may  be  cured  in  this  way,  but  also  polycysts,  and  both 
kinds  of  cystoma  ovarii,  even  of  large  size.  In  case  of  poly- 
cysts, however,  only  one  cyst,  as  a  general  rule,  should  be 
opened  at  a  time,  and  the  lowest  first.  He  also  maintains  that 
women  reduced  to  a  very  low  degree  of  health  and  strength 
may  be  safely  subjected  to  this  method  of  operating. 

Dr.  ISToeggerath  does  not  propose  to  treat  dermoid  cysts  by 
the  operation  above  described.  I  have,  however,  had  under 
observation  a  case  of  dermoid  cyst  ruptured  during  parturi- 
tion, and  discharged  per  vaginam,  which  has  since  been  kept 
open,  and  has  at  length  been  reduced,  by  astringent  and  anti- 
septic injections,  to  the  size  of  a  walnut.  As  a  part  of  its  inner 
surface  is  true  skin,  even  caustics  have  not  in  my  hands  de- 
stroyed it,  and  therefore  a  slight  discharge,  containing  at  times 
a  few  hairs,  still  exists.  Dr.  Noeggerath's  operation  may  there- 
fore prove  beneficial  even  in  cases  of  dermoid  cysts ;  and  even 
fibro-cysts  of  the  uterus,  falling  low  in  the  pelvis,  may  also  per- 
haps be  obliterated  in  some  cases  in  this  way. 

3.  I  here  also  speak,  as  a  matter  of  history  merely,  of  the 
method  of  treatment  by  forming  a  permanent  opening  of  the 
cyst  into  the  cavity  of  the  peritonaeum.  This  is  sometimes  effect- 
ed by  removing  a  portion  of  the  cyst,  and  in  others  by  merely 
making  a  puncture  in  the  latter.  If  a  common  trocar  is  used, 
however,  the  puncture  closes  in  a  day  or  two,  and  therefore  Dr. 
Simpson  proposes  one  with  four  instead  of  three  cutting  edges. 

This  operation  is  suggested  by  the  recoveries  which  some- 
times follow  a  spontaneous  rupture  of  an  ovarian  cyst,  and  the 
escape  of  its  contents  into  the  peritoneal  cavity.  But  we  are 
to  remember  that  sometimes,  also,  fatal  peritonitis  occurs  in 
consequence  of  such  a  rupture  (p.  74),  the  effect  depending 
mainly  on  the  nature  of  the  fluid  contained  in  it.  Of  seven- 
ty cases  of  spontaneous  rupture  of  a  cyst,  collected  by  Dr. 
Tilt,  thirty  died.     So   this  operation   is   not  seldom  followed 
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by  a  fatal  result.  If  the  fluid  is  found  by  a  previous  tapping 
to  be  clear  and  serous,  a  disastrous  result  is  far  less  probable ; 
if  dense  and  highly  albuminous,  or  containing  fibrinous  flakes, 
the  operation  should  not  be  performed  under  any  circumstances. 
It  may  be  tried,  if  at  all,  in  some  cases  of  smaller  monocystic 
tumors,  though  with  no  great  prospect  of  success.  Dr.  Simpson 
has  succeeded  in  one  case,1  and  I  think  his  method  is  best, 
viz. :  Use  a  large  quadrangular  trocar,  and  make  it  sure  that 
the  puncture  does  not  close,  by  pressing  the  accumulating  fluid 
from  the  cyst  into  the  peritoneal  cavity  from  day  to  day,  so 
long  as  there  is  a  distinct  accumulation. 

I  do  not  recommend  this  method  in  any  case. 

Recapitulation  of  Preceding  Methods. — 1.  Simple  tapping  of 
ovarian  cysts  is  merely  a  palliative  measure.  It  is  attended 
with  some  risk  in  case  of  monocysts  and  oligocysts  (one  fatal 
case  in  twenty-five  to  thirty),  and  should  not  be  practised, 
except  for  diagnostic  purposes,  upon  polycysts  at  all. 

2.  Of  the  curative  methods  only  two  can  be  recommended, 
and  these  only  in  rare  cases,  viz.,  tapping,  with  injections  of 
iodine,  and  the  same,  also  keeping  the  elastic  canula  permanent- 
ly in  the  cyst ;  or,  far  better,  the  operation  of  Dr.  Noeggerath. 

3.  In  case  of  thin-walled,  uncomplicated  monocysts  alone, 
containing  a  clear  serous,  citrine,  or  sanguineous,  or  a  purulent 
fluid,  iodine  injections,  commenced  in  the  first  stage  and  prop- 
erly performed,  promise  a  cure  in  ninety  cases  out  of  one  hun- 
dred. The  number  of  injections  required  may  vary  from  one 
to  even  fifteen. 

4.  Iodine  injections,  with  the  canula  retained  permanently 
in  the  cyst,  require  to  be  continued  for  months  or  years ;  are 
scarcely  less  dangerous  than  ovariotomy  ;  and  should  give  way 
to  Dr.  Noeggerath's  procedure.  The  latter  may  with  advan- 
tage be  resorted  to,  in  those  cases  of  monocysts  and  some  poly- 
cysts also  in  which,  for  some  reason,  ovariotomy  is  not  to  be 
thought  of,  or  in  case  ovariotomy  has  been  found  impracticable 
from  the  existence  of  adhesions. 

5.  For  all  ovarian  cysts,  therefore,  except  those  described 
under  3  and  4,  ovariotomy  is  the  only  remedy. 

1  Op.  (At.,  p.  459. 
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OVARIOTOMY. 


CHAPTER  I. 

THE   HISTORY   AND   PROGRESS    OF   OVARIOTOMY    (OOPHORECTOMY). 

In  tracing  the  history  of  this  subject,  I  shall  first  give  the 
opinions  of  the  highest  authorities,  from  the  earliest  times,  re- 
specting the  extirpation  of  ovarian  tumors,  and  the  experience 
of  the  first  ovariotomist,  and  then  follow  its  progress  in  this 
country,  England,  France,  Germany,  and  the  other  countries 
of  Europe. 

SECTION  I. 

early  opinions  respecting  ovariotomy ;  and  the  experience  of  dr.  e. 

Mcdowell. 

Ovariotomy1 — or,  to  use  a  more  distinctive  term,  Oopho- 
rectomy— is  the  operation  whose  object  and  result  is  the  re- 
moval of  an  ovarian  tumor,  and  of  an  ovarian  cyst,  as  has 
been  shown,  in  more  than  ninety-nine  per  cent,  of  all  the  cases. 
In  its  life-prolonging  results  to  woman,  this  operation  greatly 
excels  all  other  strictly  surgical  procedures.  It  was  first  per- 
formed by  Dr.  Ephraim  McDowell,  of  Danville,  Kentucky,  in 
December,  1809.  In  order  to  place  the  claims  of  Dr.  McDow- 
ell to  priority,  as  an  ovariotomist,  beyond  all  possible  question 

1  The  term  ovariotomy  was  first  proposed  by  Sir  James  V.  Simpson  to  Dr. 
Charles  Clay,  of  Manchester,  England,  in  1844.  It  is  a  barbarous  compound  of 
Latin  and  Greek,  and,  besides,  does  not  express  the  meaning  intended.  It  means 
"  cutting  an  ovary,"  or  (Lat.)  ovario-section ;  while  the  term  used  should  signify 
"cutting  out  an  ovary,"  or  (Lat.)  ovario-exsection.  From  all  analogy,  the  terms 
should  be  derived  from  the  Greek ;  which  gives  Oophorotomy,  ('nScpopov,  ovary,  and 
refivw,  to  cut),  and  Oophorectomy  QCl6<popou,  and  eKTejxvw,  to  cut  out  the  ovary). 
Similar  terms  are  already  found  in  our  science,  as  iridectomy,  clitoridectomy,  etc. 
15 
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in  the  future,  I  shall  examine  the  foundation  upon  which  they 
rest. 

It  is  an  historical  fact  that  certain  kings  of  Lydia  caused 
the  ovaries  of  women  to  be  removed,  using  them  sometimes  in 
their  service  and  sometimes  for  their  pleasure.  Andramystes 
is  said  by  Athenseus  *  to  have  been  the  first  who  did  this ;  and 
that  he  placed  the  women  at  service  instead  of  eunuchs ;  while 
Gyges  hoped  by  this  operation  to  bestow  upon  them  perpetual 
youth.  Ancient  authors,  however,  disagree  as  to  the  precise 
character  of  the  operation.  For,  while  Strabo  and  Diemer- 
broeck 2  assert  that  the  ovaries  were  actually  extirpated,  Adol- 
phus 3  states  that  the  uterus  was  removed ;  and  others  still  that 
only  circumcision 4  (probably  clitoridectomy)  was  performed. 
We  are  also  told  by  Wierus,  in  his  book  "  De  prsestigiis," 
quoted  by  Boerhaave,5  De  Graaf,8  and  others,  that  an  Hungarian 
sow-gelder  nearly  two  hundred  years  ago,  being  disgusted  by 
the  lewdness  of  his  daughter,  exercised  his  professional  skill 
upon  her  also.  But  all  this  is  not  ovariotomy,  as  understood 
by  all  at  the  present  day. 

Percival  Pott  also  removed  both  ovaries  from  a  woman 
twenty-five  years  of  age;  and  Lassus7  saw  a  surgeon  remove 
one  by  mistake,  in  case  of  a  girl  of  eighteen.  But  neither 
operator  had  the  slightest  idea  that  he  had  to  deal  with  the 
ovary  when  he  commenced  his  operation ;  and  the  latter  did 
not  know  he  was  operating  on  this  organ  until  after  he  had  re- 
moved it.  Both  cases  had  been  mistaken  for  inguinal  hernia. 
Deneux  also  reports  that  he  removed  almost  the  whole  of  one 
ovary.  All  three  patients  recovered,  but  neither  of  them  was 
a  case  of  ovariotomy.  Mr.  Pott's  case  has  been  so  often  alluded 
to  that  I  insert  it  here  : 

AN  OVARIAN  HERNIA* 

A  healthy  woman,  about  twenty-three,  was  taken  into  St.  Bartholo- 
mew's Hospital,  on  account  of  two  small  swellings,  one  in  each  groin,  which, 

1  &enrvoffo<l>i<rT5>v,  lib.  xii.,  cap.  iii.,  fol.  515. 

2  "  Anatomia  corporis  humani,"  lib.  i.,  cap.  xxiii. 

3  "  Diss,  de  Morb.  frequent,  et  grave,"  §  33. 

4  "  Marc.  Anton.  Ulmus,  apud  Zacchiam." 

6  "  Prselect.  Acad  in  propr.  instit.,"  vol.  v.,  par.  2,  §  669. 

6  "  De  Mul.  organ,  generat.  tract,  nov.,"  cap.  xiii.      7  Pathol.  CKirurg.,  t.  il,  p.  100. 

8  "  Chirurgical  Works  of  Percival  Pott,  F.  R.  S.,"  London,  1*783,  vol.  iii.,  p.  329. 
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for  some  months,  had  been  so  painful  that  she  could  not  do  her  work  as  a 
servant.  The  tumors  were  perfectly  free  from  inflammation,  were  soft, 
unequal  in  their  surface,  very  movable,  and  lay  just  on  the  outside  of  the 
tendinous  opening  in  each  of  the  oblique  muscles,  through  which  they 
seemed  to  have  passed. 

The  woman  was  in  full  health,  large-breasted,  stout,  and  menstruated 
regularly,  had  no  obstruction  to  the  discharge  per  anum,  nor  any  com- 
plaint but  what  arose  from  the  uneasiness  these  tumors  gave  her,  when 
she  stooped  or  moved  so  as  to  press  them. 

She  was  the  patient  of  Mr.  Nourse.  He  let  her  blood  and  purged  her, 
and  took  all  possible  pains  to  return  the  parts  through  the  openings 
through  which  they  had  clearly  passed  out.  He  found  all  his  attempts 
fruitless,  as  did  Mr.  Sainthill  and  myself;  and,  the  woman  being  incapaci- 
tated from  getting  her  bread,  and  desirous  to  submit  to  any  thing  for  re- 
lief, it  was  agreed  to  remove  them. 

The  skin  and  membrana  adiposa  being  divided,  a  fine  membranous  bag 
came  into  view,  in  which  was  a  body  so  exactly  resembling  a  human 
ovarium  that  it  was  impossible  to  take  it  for  any  thing  else;  a  ligature 
was  made  on  it,  close  to  the  tendon,  and  it  was  cut  off.  The  same 
operation  was  done  on  the  other  side,  and  the  appearance,  both  at  the  time 
of  operating,  and  in  the  examination  of  the  parts  removed,  was  exactly 
the  same.  She  has  enjoyed  good  health  ever  since,  but  is  become  thinner 
and  more  apparently  muscular;  her  breasts,  which  were  large,  are  gone ; 
nor  has  she  ever  menstruated  since  the  operation,  which  is  now  some 
years. 

No  less  than  four  operators  have,  however,  been  represent- 
ed by  very  high  authority  to  have  anticipated  Dr.  McDowell 
as  an  ovariotomist.  These  are  Dr.  Robert  Houstoun,  of  Glas- 
gow ;  Laumonier,  surgeon-in-chief  of  the  great  hospital  of 
Rouen ;  Prof.  Dzondi,  of  Halle ;  and  Galenzowski,  of  Wilna.1 

1.  Reviewing  these  cases  in  chronological  order,  I  find  that 
Dr.  Houstoun  did  not  perform  ovariotomy.  He  simply  made 
an  incision  four  inches  long  through  the  abdominal  walls  and 
into  the  ovarian  cyst  (ovario-section),  and  evacuated  its  con- 
tents. He  then  closed  the  incision,  except  at  its  lower  end, 
where  he  left  a  small  tent  inserted.  The  patient  recovered,  and 
died  thirteen  years  afterward.  This  operation  was  in  1701. 
The  report  of  his  case2  has  been  reproduced  by  our  most 
distinguished  ovariotomist,  Dr.  "W".  L.  Atlee,  in  the  American 

1  Table,  by  Dr.  W.  L.  Atlee,  of  all  known  operations  of  ovariotomy,  from  1701 
to  1851.     American  Journal  of  Medical  Sciences,  1851,  vol.  iv.,  p.  286. 

2  "  Philosophical  Transactions,"  vol.  xxxiii.,  p.  8,  London,  1726. 
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Journal  of  Medical  Sciences,  for  April,  1849,  p.  534,  and  is  as 
follows : 

A  Dropsy  in  the  Left  Ovary  of  a  Woman  aged  Fifty-eight 
Years,  cured  by  a  Large  Incision  made  in  the  Side  of  the  Abdo- 
men.    By  Dr.  Robert  Houstoun. 

In  August,  1701,  Margaret  Miller,  living  not  far  from  Glasgow,  in- 
formed me  that  her  midwife  in  her  last  lying-in,  at  forty-five  years  old, 
having  violently  pulled  away  the  burthen,  she  was  so  very  sensibly  affected 
by  a  pain  which  then  seized  her  in  the  left  side,  between  the  umbilicus 
and  groin,  that  she  scarce  ever  had  been  free  from  it  after ;  that  it  had 
troubled  her  more  or  less  during  thirteen  years  together;  that  for  two 
years  past  she  had  been  extremely  uneasy,  her  belly  grew  very  large,  and 
a  difficulty  of  breathing  increased  continually  upon  her,  insomuch  that  for 
the  last  six  months  she  had  breathed  with  the  utmost  difficulty.  That,  in 
all  that  space  of  time,  she  had  scarce  ate  so  much  as  would  nourish  a 
sucking-child;  and,  that,  for  three  months  together,  she  had  now  been 
forced  to  lie  continually  upon  her  back,  not  daring  to  move  at  all,  to  one 
side  or  other. 

This  tumor  was  grown  to  so  monstrous  a  bulk,  that  it  engrossed  the 
whole  left  side  from  the  umbilicus  to  the  pubes,  and  stretched  the  ab- 
dominal muscles  to  so  unequal  a  degree,  that  I  do  not  remember  to  have 
ever  seen  the  like  in  the  whole  course  of  my  practice.  It  drew  toward  a 
point.  Her  being  so  long  confined  to  lie  continually  on  her  back,  having 
grievously  excoriated  her,  added  much  to  her  sufferings,  which,  with  want 
of  rest  and  appetite,  had  greatly  wasted  her. 

I  told  her  that,  in  order  effectually  to  relieve  her,  I  must  lay  open  a 
great  part  of  her  belly,  and  remove  the  cause  of  all  that  swelling.  She 
seemed  not  frightened,  but  heard  me  without  disorder,  and  pressed  me  to 
the  operation. 

I  drew  (I  must  confess)  almost  all  my  confidence  from  her  unexpected 
resolution,  so  that  without  loss  of  time  I  prepared  what  the  place  would 
allow,  and,  with  an  imposthume  lancet,  laid  open  about  an  inch;  but  finding 
nothing  issue,  enlarged  it  two  inches,  and  even  then  nothing  came  forth 
but  a  little  thin,  yellowish  serum,  so  I  ventured  to  lay  it  open  two  inches 
move.  I  was  not  a  little  startled,  after  so  large  an  aperture,  to  find  it 
stopped  only  by  a  glutinous  substance.  All  my  difficulty  was  to  remove 
it;  I  tried  my  probe,  I  endeavored  with  my  fingers,  but  all  was  in  vain;  it 
was  so  slippery  that  it  eluded  every  touch,  and  the  strongest  hold  I  could 
take. 

I  wanted,  in  this  place,  almost  every  necessary,  but  bethought  myself  of 
a  very  odd  instrument,  yet  as  good  as  the  best,  because  it  answered  the 
end  proposed.  I  took  a  strong  fir-splinter,  wrapped  some  loose  lint  about 
the  end  of  it,  and  thrust  it  into  the  wound,  and,  by  turning  and  winding  it, 
I  drew  out  about  two  yards  in  length  of  a  substance  thicker  than  any 
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jelly,  or  rather  like  glue  that  is  fresh  made  and  hung  out  to  dry ;  the 
breadth  of  it  was  above  ten  inches ;  this  was  followed  by  nine  full  quarts 
of  such  matter  as  I  have  met  with  in  steatomatous  and  atheromatous  tu- 
mors, with  several  hydatids  of  various  sizes,  containing  a  yellowish  serum, 
the  least  of  them  bigger  than  an  orange,  with  several  large  pieces  of  mem- 
branes, which  seemed  to  be  parts  of  the  distended  ovary.  Then  I  squeezed 
out  all  I  could,  and  stitched  up  the  wound  in  three  places,  almost  equidis- 
tant. I  was  obliged  to  make  use  of  Lucatella's  balsam,  which  was  made 
by  her  lady  for  the  use  of  the  poor ;  with  this  balsam  I  covered  a  pledget, 
the  whole  length  of  the  wound,  and  over  that  laid  several  compresses, 
dipped  in  warm  French  brandy,  and  because  I  judged  that  the  parts  might 
have  lost  their  spring  by  so  vast  and  so  long  a  distention,  I  dipped  in  the 
same  brandy  a  large  napkin  four  times  folded,  and  applied  it  over  all  the 
dressings,  and  with  a  couple  of  strong  towels,  which  were  also  dipped,  I 
swathed  her  round  the  body,  and  then  gave  her  about  four  ounces  of  the 
following  mixture:  IjL  Aq.  menthae,  fib j ;  aq.  cinnamomi,  fffij ;  syr.  dia- 
codii,   |  vj.     M. 

The  cinnamon-water  was  drawn  off  from  canary  and  the  best  cinna- 
mon ;  indeed  it  was  the  finest  and  most  fragrant  cinnamon-water  I  ever 
tasted ;  of  this  mixture,  I  ordered  her  two  or  three  spoonfuls  four  times  a 
day. 

Next  morning  I  found  her  in  a  breathing  sweat,  and  she  informed  me, 
with  great  tokens  of  joy,  that  she  had  not  slept  so  much  nor  found  herself 
so  well  refreshed  at  any  time  for  three  months  past.  I  carefully  attended 
her  once  every  day,  and  as  constantly  dressed  her  wound  in  the  same 
manner  as  above,  for  about  eight  days  together;  I  kept  in  the  lower  part 
of  the  wound  a  small  tent,  which  discharged  some  serosities  at  every 
dressing,  for  four  or  five  days.  But  business  calling  me  elsewhere,  I  left 
her,  having  first  instructed  her  two  daughters  how  to  dress  her  wound, 
and  told  them  what  diet  I  thought  was  most  proper.  Her  chief  food  was 
strong  broth  made  of  an  old  cock,  in  each  porringer  of  which  was  one 
spoonful  of  cinnamon-water;  this  was  repeated  four  times  a  day,  and  gave 
her  new  life  and  spirits.  After  three  weeks'  absence,  I  called  at  her  house, 
and  finding  it  shut  up  was  a  little  surprised,  but  had  not  gone  far  before 
I  was  much  more  surprised,  when  I  found  her  sitting  wrapped  up  in 
blankets,  giving  direction  to  some  laborers  who  were  cutting  down  her 
corn.  She  mended  apace,  to  the  admiration  of  everybody  thereabouts, 
recovered  surprisingly,  and  lived  in  perfect  health  from  that  time  till  Oc- 
tober, 1714,  when  she  died  in  ten  days'  sickness. 

Dr.  Houstoun's  pathogenesis  of  the  ovarian  cyst  should  also 
be  added : 

That  this  tumor,  or  rather  dropsy  of  the  ovarium,  proceeded  from  the 
midwife's  rashness  in  pulling  away  the  placenta,  not  knowing  how  to 
separate  it  from  the  uterus  skilfully,  seems  to  me  plain  from  what  the 
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woman  herself  told  me,  and  what  fell  out  afterward.  The  placenta  adher- 
ing fast  to  the  uterus,  required  more  art  to  bring  it  away  than  she  was 
mistress  of,  which  probably  induced  her  to  use  violence ;  by  which  she 
forced  down  the  fundus  uteri,  and  so  overstrained  the  ligaments  and  all  that 
is  appended  to  them,  especially  the  ligamentum  latum  of  the  left  side,  and 
its  ovarium,  which  may  be  reasonably  allowed  to  have  been  hurt  in  the 
relaxation  with  the  rest.  Hence  the  elasticity  of  those  parts  was  not  only 
impaired,  but  the  small  lymphatics  ruptured,  so  that  the  extravasated 
lympha  rushing  out,  thickened,  and  not  being  able  to  recirculate,  dilated 
the  injured  ovarium,  and  thus  increased  the  tumor,  and  the  parts  being 
already  excessively  distended,  and  being  no  longer  able  to  resist  the  new 
influx  of  fresh  secretions,  ruptured  also,  and  by  degrees  augmented  to  that 
huge  and  enormous  bulk. 

2.  Both  Boinet  and  Koeberle  assert  that  Laumonier's  was 
not  a  case  of  ovariotomy  ;  and  surely  they  are  competent  wit- 
nesses, both  as  the  countrymen  of  Laumonier  and  as  ovarioto- 
mists.  Nevertheless,  Boinet  places  it  at  the  head  of  his  list  of 
ovariotomies  in  France.  Koeberle  terms  it  a  case  of  dropsy  of 
the  Fallopian  tube  complicated  with  ovaritis.1 

The  contents  of  the  tube  were,  however,  fetid  and  purulent, 
and  the  ovary  of  the  same  (the  left)  side  as  large  as  an  egg. 
Laumonier  opened  the  dilated  tube  by  an  incision  through  the 
abdominal  walls,  and  evacuated  the  decomposing  fluid;  and 
then  without  any  premeditation,  and  without  any  necessity,  as 
Boinet  well  remarks,  he  removed  the  ovary,  supposing  it  might 
be  in  a  scirrhous  condition.  The  patient  recovered.  She  had 
had  hectic  fever  for  six  or  seven  weeks  after  confinement,  when 
the  operation  was  performed.  Boinet  gives  (p.  296)  the  follow- 
ing abstract  of  Laumonier's  report  of  his  case  in  the  "  Histoire 
de  la  Societe  Royale  de  Medecine,"  1782,  tome  v. : 

Une  femme  de  21  ans,  relevant  de  couche,  etait  affect£e  depuis  six  on 
sept  semaines  d'une  fievre  lente,  d'une  diarrhge  colliquative  et  d  un  gcou- 
lement  vaginal  abondant  et  fetide ;  elle  presentait  dans  la  region  hypogas- 
trique,  qui  etait  tendue  et  douloureuse,  une  tumeur  dure,  dont  la  pression 
faisait  couler  une  humeur  puriforme  par  le  canal  vaginal.  On  considera 
l'affection  comine  resultant  d'un  depot  laiteux  dans  Fovaire  et  dans  la 
trompe,  qu'on  se  dScida  a  ouvrir.  Laumonier  fit  une  incision  de  12  centi- 
metres, parallele  au  pli  de  l'aine,  et  mit  a"  dgcouvert  une  tumeur  bleu^tre, 
adhgrente  par  sa  partie  inferieure,  surmontee  par  une  autre  tumeur  de  la 
grosseur  d'un  oeuf,  formee  par  l'ovaire.     La  pression  exercee  sur  cette  tu- 

1  "De  l'Ovariotomie,"  1865,  p.  11. 
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meur  fluctuante,  qui  etait  formee  par  la  trompe,  fit  sortir  une  petite  quan- 
tity de  pus  par  le  vagin;  il  fendit  cette  poche  fluctuante,  depuis  la  petite 
tunieur  formee  par  l'ovaire  jusqu'a  l'endroit  ou  la  trompe  s'unit  a  l'angle 
de  la  matrice,  et  donna  issue  a  une  pinte  de  liquide  purulent,  noiratre, 
extraordinairement  infect ;  l'ovaire,  ayant  etS  considers  comme  etant  de- 
venu  squirrheux,  fut  detache  de  la  trompe,  ce  qui  donna  lieu  a  une  hemor- 
rhagic insignifiante. 

La  cavite  de  la  trompe  fut  ensuite  remplie  avec  de  la  charpie,  imbib6e 
d'un  melange  de  miel  et  de  jaune  d'ceuf. 

L'appareil  du  pansement  ayant  et6  leve"  au  troisieme  jour  seulement,  il 
s'Schappa  de  la  plaie  5  &  6  onces  de  matiere  sanieuse  et  infecte.  Comme 
les  intestins  6taient  enflammes  et  adherents  dans  toute  la  circonference  de 
la  tumeur  avec  la  paroi  abdominale,  Laumonier  voulut  les  decoller,  pour 
eviter,  dit  il,  des  tiraillements  douloureux,  que  ces  sortes  d'adherencea 
occasionnent  souvent  apres  la  guSrison  des  maladies  qui  leur  ont  donne* 
lieu ;  mais  heureusement,  il  eprouva  une  trop  grande  resistance,  et  la 
rnalade  des  douleurs  trop  vives,  et  il  ne  put  executer  son  entreprise,  qui 
aurait  ete  infailliblement  suivie  d'une  peritonite  mortelle. 

Vers  le  seizieine  jour,  la  cavite"  de  la  trompe  Stait  reduite  a"  un  volume  a* 
peu  pres  egal  a  celui  d'un  ceuf.  Au  bout  d'un  mois,  la  cicatrisation  de  la 
plaie  etait  complete. 

3.  Upon  Dzondi' s  case,  reported  by  him  in  a  work  published 
at  Halle,  in  1816,1  I  have  four  remarks  to  oiler  : 

1.  The  cyst  removed  by  him  was  not  an  ovarian  cyst. 

2.  The  patient  was  not  a  female  ;  and  therefore,  not  a  candi- 
date for  ovariotomy,  under  any  circumstances. 

3.  He  was  a  boy,  twelve  years  old,  named  Christopher 
Shultz. 

4.  The  operation  of  Prof.  Dzondi  was  performed  six  or 
seven  years  after  Dr.  McDowell's  first  operation  of  ovariotomy. 

The  boy  had  a  cystic  tumor  in  the  pelvis,  as  large  as  his 
head.  Prof.  Dzondi  incised  it,  introduced  tents,  and  removed 
mortified  portions  of  it.  He  speaks  of  other  cases  relieved 
in  the  same  way,  and  suggests  that  this  treatment  might 
prove  equally  successful  in  cases  of  ovarian  cysts,  provided 
the  cyst  were  superficially  situated,  and  were  not  afiected  by 
ulceration  or  by  scirrhus.  He  also,  in  1821,  reported  a  case2 
of  ovarian  cyst,  which,  after  making  an  incision  through  the 
abdominal  walls,  he  decided  not  to  remove. 

4.  Prof,  von  Galenzowski's  case  was  really  one  of  ovarian 

1  "  Beitrage  zur  Vervollkumming  der  Heilkunde." 

2  "  JSsculap.,  Zeitschrift  der  Vervollk.  der  Heilk.,"  1821,  ii.,  1. 
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cyst.  It  was,  however,  firmly  and  universally  adherent.  He 
incised  the  cyst,  tore  out  its  contents  with  his  fingers,  and  then 
stitched  it  to  the  external  wound.  The  patient  was  discharged 
on  the  seventieth  day,  having  only  a  small  fistula  in  the  hypo- 
gastric region.1  I  must  also  add  that  this  operation  was  per- 
formed on  the  30th  of  March,  1827,  between  seventeen  and 
eighteen  years  after  Dr.  McDowell's  first  operation  of  ova- 
riotomy. He  reported  the  case,  in  Latin,  in  Grafe  and  Wal- 
ther's  Journal  for  1829,  vol.  xii.,  No.  4;  and  the  operation 
was  performed  as  follows : 

The  patient  being  laid  on  a  table,  and  properly  secured,  an  incision 
five  inches  long  was  made  through  the  linea  alba,  commencing  from  above 
the  umbilicus.  The  peritonaeum  being  divided  by  this  incision,  a  portion 
of  intestine  and  omentum  protruded,  and  the  tumor  presented  itself,  being 
the  right  ovarium  greatly  enlarged.  Its  surface  was  white,  hard,  and  ir- 
regular, here  and  there  covered  by  a  cartilagino-tendinous  coat,  varying  in 
thickness.  It  was  found  that  the  tumor  extended  over  to  the  left  iliac  re- 
gion, adhering  in  its  whole  extent  to  the  posterior  parietes  of  the  abdo- 
men, and  containing  evidently  a  fluid.  Its  total  extirpation  was  found  to 
be  impracticable.  A  large  incision  was  therefore  made  into  its  cavity,  ac- 
cording to  the  plan  of  Le  Dran ;  very  little  fluid  escaped,  and,  on  passing 
the  finger  into  the  sac,  it  was  found  to  be  composed  of  innumerable  cells, 
which,  being  destroyed,  about  three  pints  of  a  thick,  yellowish  matter  like 
honey  were  evacuated.  A  ligature  was  now  passed  through  one  side  of 
the  sac,  and  brought  out  at  the  external  wound,  with  a  view  of  prevent- 
ing its  separation  from  the  latter,  and  the  escape  of  its  contents  into  the 
abdomen.  The  intestines  being  carefully  replaced,  the  wound  was  washed 
and  closed  by  sutures  and  adhesive  plaster.  A  pledget  of  lint,  wet  with 
oil,  was  introduced  into  the  lower  angle  of  the  incision,  extending  into  the 
cavity  of  the  sac ;  over  the  whole  a  light  dressing  was  applied,  and  the 
patient  placed  in  bed. 

Portions  of  the  cyst  were  thrown  off  on  the  thirty-second, 
the  fifty-second,  and  the  sixty-second  days.  On  the  seventieth 
she  was  discharged,  with  the  advice  still  to  keep  the  opening 
free  by  a  tent  of  lint  so  long  as  any  matter  continued  to  be 
secreted. 

I  know  of  no  other  competitor  with  Dr.  McDowell  for  the 
distinction  of  having  inaugurated  the  operation  of  ovariotomy, 

1  See  a  translation  of  Galenzowski's  paper  in  the  North  American  Medical  and 
Surgical  Journal,  vol.  ix.,  1830.  Also  "  Dictionnaire  de  Medecine,"  tome  xxii.,  p.  592, 
Paris,  1840,  and  London  Medical  Gazette,  1844-45,  p.  86,  where  it  is  tabulated  merely. 
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who  should  be  noticed  here.1  Thus  it  appears  that  Dr. 
McDowell  first  deliberately  attempted  to  remove  an  ovarian 
tumor,  and  succeeded ;  and  this  is  ovariotomy,  or  oophorec- 
tomy. The  question  who  first  suggested  the  idea  of  removing  an 
ovarian  cyst  is  not  so  easily  answered.  Indeed,  the  idea  could 
scarcely  fail  to  occur  to  any  bold  and  experienced  surgeon  who 
had  witnessed  the  post-mortem  examination  of  a  case  without 
adhesions,  or  attachment  to  any  part  or  organ  except  by  a  long 
and  slender  pedicle.  It  is,  however,  very  certain  that  those 
who  first  suggested  this  operation  did  so  for  the  sake  of  con- 
demning instead  of  recommending  it. 

It  has  been  stated  that  F.  Plater,  Professor  in  the  Univer- 
sity of  Basle,  first  suggested  ovariotomy  about  the  year  1680. 
Theodor  Schorkopff  published,  in  thirty  theses,2  the  ideas  upon 
ovarian  tumors  entertained  at  that  time  (1685),  and  remarks 
that  "  the  extirpation  of  the  ovary  itself  would  more  certainly 
cure,  if  it  did  not  appear  so  cruel  and  so  dangerous." 

About  the  year  1720  more  attention  seems  to  have  been 
paid  to  this  subject.  Peyer  Imhoff  reports  a  case,  and  refers  to 
others ; 3  and  Ehrenfried  Schlencker  (1722),  admitting  with  all 
physicians  that  ovarian  dropsy  is  incurable,  on  the  whole  thinks 
extirpation  of  the  ovary  is  inadmissible,  but  leaves  the  solution 
of  the  question  to  the  prudence  and  the  sagacity  of  the  masters 
of  the  art.4  Nicolaus  "Willius 6  (1731)  rejects  ovariotomy,  and, 
first  of  all,  proposes  to  tap  the  cyst  and  retain  the  canula  for 
fourteen  days ;  warm  decoctions  to  be  injected  into  the  cyst, 
and  a  bandage  to  be  applied  to  the  abdomen.  Peyer  Ulric  de- 
cides (1751),  after  raising  the  question  of  extirpation,0  that  a 
merely  palliative  treatment  should  be  adopted. 

Tozzetti,  of  Florence,  in  1752,  speaks  quite  timidly  of  the 

1  The  Gazette  Hebdomadaire,  1866,  p.  436,  contains  a  statement  that  Dr.  Mc- 
Dowell obtained  the  idea  of  ovariotomy  from  a  hunter,  named  King,  who  had  suc- 
cessfully operated  upon  a  woman  left  to  die  by  Dr.  McDowell.  This  story  has  never 
been  heard  of  in  this  country. 

8  "  Dissert,  med.  inaugural,  de  hydrope  ovarii,"  February  13,  1685. 

8  "  Ovarium  hydropsicum  in  virgine  repertum,"  Basiliae,  1781. 

4  "  De  singulare  ovarii  sinistri  morbo,"  Leid.,  October  30,  1722. 

5  "  Specim.  med.  sistens  stupendum  abdominis  tumorem,"  Basiliae,  1731,  p.  35, 
Thesis  16. 

6  "  Acta  Helvetica,  Phys.  Mathem.  Botan.  Med.,"  tomus  i.,  in  appendice  Thesis, 
32,  fol.  38,  Basilise,  1751. 
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operation  of  extirpation  of  the  diseased  ovary,  and  doubts  if 
one  should  think  seriously  of  it.  Subsequently,  Theden,  De 
Haen,  and  Morgagni,  speak  of  extirpation,  but  only  to  object 
to  the  operation,  though  Theden  described  a  method  of  per- 
forming it.  De  Haen  describes  it  as  an  operation  it  would  not 
do  to  talk  about,  lest  some  reckless  surgeon  should  attempt  to 
perform  it. 

Dr.  Wm.  Hunter,  who  has  been  represented  as  first  propos- 
ing ovariotomy,  discouraged  it,  in  speaking  of  the  treatment  of 
ovarian  tumors  as  follows :  "  The  trocar  is  almost  the  only  pal- 
liative. It  has  been  proposed,  indeed,  by  modern  surgeons,  de- 
servedly of  the  first  reputation,  to  attempt  a  radical  cure  by 
incision  and  suppuration,  and  by  the  excision  of  the  cyst.  I 
am  of  opinion  that  excision  can  hardly  be  attempted,  and  that 
incision  and  suppuration  will  be  found  by  experience  to  be  an 
operation  that  cannot  be  recommended  but  under  very  par- 
ticular circumstances."  He  adds,  however,  that  "  if  we  could 
beforehand  know  that  the  circumstances  would  admit  of  such 
treatment,  the  incision  should  admit  only  two  or  three  fingers, 
and  the  cyst  be  tapped  and  drawn  out,  that  the  surgeon  may 
cut  the  pedicle  without  introducing  his  hand."  1 

Yan  Swieten  advised,  in  1770,  to  resort  to  it  if  the  disease 
were  recent,  and  the  tumor  were  not  adherent.2 

In  France,  Delaporte  was  the  first  to  recommend  the  oper- 
ation of  the  extirpation  of  the  diseased  ovary,  in  1774 ; 3  and 
this  was  also  defended  by  the  celebrated  surgeon  Morand, 
secretary  of  the  Royal  Academy  of  Surgery  of  Paris.  "Mod- 
ern surgery,"  said  he,  "  is  capable  of  great  things ;  too  many 
methods  of  cure  cannot  be  opened  up  to  it."  M.  Hevin,  how- 
ever, in  a  very  learned  memoir  read  before  that  body,  opposed 
the  views  of  Morand  so  effectually  that  the  operation  was  never 
again  seriously  proposed  in  France  till  1798,  when  Chambon 
closed  his  remarks  upon  this  subject,  after  specifying  the  cir- 
cumstances in  which,  and  the  kinds  of  tumors  upon  which,  this 
operation  should  be  performed,  in  the  following  language  :  "  I 
am  persuaded  that  a  time  will  come  when  this  operation  will 

1  "Medical  Observations  and  Inquiries,"  vol.  ii.,  p.  45,  1762. 

2  "  Comment.,"  torn,  iv.,  p.  1223. 

»  "Memoires  de  l'Academie  de  Chirurgie,"  1774,  tome  iv.,  p.  96. 
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be  extended  to  more  numerous  cases  than  I  have  proposed,  and 
that  it  will  not  be  found  difficult  to  execute."  ' 

In  1808,  a  thesis  was  read  by  Sam.  Hartmann  d'Escher  at 
Montpellier,  containing  the  following  description  from  Thumin, 
of  the  operation  : a  "  Make  an  incision  along  the  outer  border 
of  the  rectus  muscle,  detach  with  the  fingers,  or  the  bistoury 
even,  the  adhesions  which  exist,  draw  out  and  excise  the  tumor 
after  having  tied  the  pedicle,  and  let  the  ligature  come  through 
one  of  the  angles  of  the  wound,  whose  edges  are  to  be  brought 
together  and  kept  coaptated  by  lateral  compresses  or  a  bandage 
around  the  body."  From  this  time  not  an  encouraging  word 
has  ovariotomy  received  from  any  surgeon  in  France  for  more 
than  fifty  years,  or  up  to  the  year  1861,  as  will  be  seen. 

In  England  the  first  suggestion  decidedly  in  favor  of  ova- 
riotomy is  found  in  John  Hunter's  works,  who  said,  in  1786,3 
that,  "  if  taken  in  their  incipient  stage, '  hydatids  of  the  ovary ' 
might  be  taken  out,  as  they  generally  render  life  disagreeable 
for  a  year  or  two,  and  kill  in  the  end.  There  is  no  reason  why 
women  should  not  bear  spaying  as  well  as  other  animals." 

In  Scotland  the  first  voice  in  favor  of  extirpation  of  dis- 
eased ovaria  was  that  of  Mr.  John  Bell,  a  teacher  of  anatomy 
and  surgery  at  Edinburgh,  about  and  after  the  year  1790 ;  and 
from  his  suggestion  doubtless  the  first  operation  of  ovariotomy 
was  performed  by  Dr.  McDowell  in  1809.  His  recommenda- 
tion of  the  operation,  however,  had  no  influence  in  his  own 
country,  and  not  till  1825  was  the  operation  there  first  attempted 
by  Mr.  Lizars,  Professor  of  Anatomy  and  Physiology,  in  the 
University  of  Edinburgh. 

Dr.  McDowell  was  a  student  of  medicine  at  Edinburgh  dur- 
ing the  sessions  of  1793  and  1794, 4  and  in  the  last  year  he  was 
also  a  private  pupil  of  John  Bell,  and  heard  him  eloquently  de- 
fend the  operation  for  the  extirpation  of  the  ovary  in  ovarian 
dropsy,  as  he  was  accustomed  to  do,      He  devoted  himself 

1  "  Maladies  des  femmes.     Maladies  chroniques  a  la  cessation  des  regies,  Paris, 
1*798,  chap,  xxxix. 

2  "  Considerations  medico-chirurgicales  sur  l'hydropisie  enkystee  des  ovaires." 
These  de  Montpellier,  180*7. 

3  "  Complete  Works,"  vol.  i.,  p.  655,  Paris,  1839. 

4  Dr.  McDowell  was  born  in  Virginia,  in  November,  17Y1,  and  was  then  twenty- 
three  years  of  age. 
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especially  to  anatomy  and  surgery  while  at  Edinburgh,  and,  re- 
turning home,  commenced  practice  in  1795.  Cherishing  the 
idea  that  he  would  remove  an  ovarian  tumor  whenever  a  suit- 
able case  presented  itself,  he  had  been  in  practice  fourteen  years, 
and  had  already  acquired  a  high  reputation  as  a  surgeon 
throughout  the  then  Southwest,  and  especially  in  the  operation 
of  lithotomy,  and  the  management  of  hernia,  before  the  oppor- 
tunity presented  itself  in  December,  1809,  of  carrying  his  in- 
tention into  practice.  His  operation  wa.s  successful,  but,  having 
a  great  aversion  to  writing,  though  always  a  diligent  student 
of  his  profession,  he  delayed  reporting  it  till  he  had  performed 
two  other  operations. 

But  in  1818  he  prepared  a  brief  report  of  his  first  three 
cases,  sending  it  to  Philadelphia  for  publication,  and  a  copy  of 
it  to  his  former  preceptor,  John  Bell.  The  latter  fell  into  the 
hands  of  Mr.  Lizars,  who  "had  the  charge  of  Mr.  Bell's  pa- 
tients and  professional  correspondence"  while  Mr.  Bell  was 
travelling  on  the  Continent  for  his  health.  For  some  reason  it 
was  never  sent  to  Mr.  Bell,  who  never  returned  to  Scotland 
again,  though  he  did  not  die  till  April,  1820.  I  shall  return 
again  to  the  history  of  this  copy.  The  original  report  ap- 
peared in  the  Eclectic  Repertory  and  Analytical  Review,1  seven 
years  after  the  first  operation,  and  is  as  follows : 

THREE  CASES  OF  EXTIRPATION  OF  DISEASED   OVARIA. 

BY  EPHRAIM  MCDOWELL,   M.  D.,    OF   DANVILLE,    KY. 

Case  I. — In  December,  1809,  I  was  called  to  see  a  Mrs.  Crawford, 
who  had  for  several  months  thought  herself  pregnant.  She  was  affected 
with  pain  similar  to  labor-pains,  from  which  she  could  find  no  relief.  So 
strong  was  the  presumption  of  her  being  in  the  last  stage  of  pregnancy, 
that  two  physicians,  who  were  consulted  on  her  case,  requested  my  aid  in 
delivering  her.  The  abdomen  was  considerably  enlarged,  and  had  the  ap- 
pearance of  pregnancy,  though  the  inclination  of  the  tumor  was  to  one 
side,  admitting  of  an  easy  removal  to  the  other.  Upon  examination,  per 
vaginam,  I  found  nothing  in  the  uterus;  which  induced  the  conclusion 
that  it  must  be  an  enlarged  ovarium.  Having  never  seen  so  large  a  sub- 
stance extracted,  nor  heard  of  an  attempt,  or  success  attending  any  oper- 
ation such  as  this  required,  I  gave  to  the  unhappy  woman  information  of 
her  dangerous  situation.     She  appeared  willing  to  undergo  an  experiment, 

1  For  October,  1816. 
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which  I  promised  to  perform  if  she  would  come  to  Danville  (the  town 
where  I  live),  a  distance  of  sixty  miles  from  her  place  of  residence.  This 
appeared  almost  impracticable  by  any,  even  the  most  favorable,  convey- 
ance, though  she  performed  the  journey  in  a  few  days  on  horseback. 
With  the  assistance  of  my  nephew  and  colleague,  James  McDowell,  M.  D., 
I  commenced  the  operation,  which  was  concluded  as  follows:  Having 
placed  her  on  a  table  of  the  ordinary  height,  on  her  back,  and  removed  all 
her  dressing  which  might  in  any  way  impede  the  operation,  I  made  an  in- 
cision about  three  inches  from  the.  musculus  rectus  abdominis,  on  the  left 
side,  continuing  the  same  nine  inches  in  length,  parallel  with  the  fibres  of 
the  above-named  muscle,  extending  into  the  cavity  of  the  abdomen,  the 
parietes  of  whicli^  were  a  good  deal  contused,  which  we  ascribed  to  the 
resting  of  the  tumor  on  the  horn  of  the  saddle  during  her  journey.  The 
tumor  then  appeared  full  in  view,  but  was  so  large  that  we  could  not  take 
it  away  entire.  We  put  a  strong  ligature  around  the  Fallopian  tube  near 
to  the  uterus ;  we  then  cut  open  the  tumor,  which  was  the  ovarium  and 
fimbrious  part  of  the  Fallopian  tube  very  much  enlarged.  We  took  out 
fifteen  pounds  of  a  dirty,  gelatinous-looking  substance;  after  which  we 
cut  through  the  Fallopian  tube  and  extracted  the  sac,  which  weighed  seven 
pounds  and  a  half.  As  soon  as  the  external  opening  was  made,  the  in- 
testines rushed  out  upon  the  table,  and  so  completely  was  the  abdomen 
filled  by  the  tumor,  that  they  could  not  be  replaced  during  the  operation, 
which  was  terminated  in  about  twenty-five  minutes.  We  then  turned  her 
upon  her  left  side  so  as  to  permit  the  blood  to  escape,  after  which  we 
closed  the  external  opening  with  the  interrupted  suture,  leaving  out,  at  the 
lower  end  of  the  incision,  the  ligature  which  surrounded  the  Fallopian 
tube.  Between  every  two  stitches  we  put  a  strip  of  adhesive  plaster, 
which,  by  keeping  the  parts  in  contact,  hastened  the  healing  of  the  inci- 
sion. We  then  applied  the  usual  dressing,  put  her  to  bed,  and  prescribed 
a  strict  observance  of  the  antiphlogistic  regimen.  In  five  days  I  visited 
her,  and  much  to  my  astonishment  found  her  engaged  in  making  up  her 
bed.  I  gave  her  particular  caution  for  the  future,  and  in  twenty-five  days 
she  returned  home  as  she  came,  in  good  health,  which  she  continues  to 
enjoy.1 

Case  II. — Since  the  above  case,2 1  was  called  to  a  negro  woman,  who 
had  a  hard  and  very  painful  tumor  in  the  abdomen.  I  gave  her  mercury  for 
three  or  four  months,  with  some  abatement  of  pain,  but  she  was  still  un- 
able to  perform  her  usual  duties.  As  the  tumor  was  fixed  and  immovable, 
I  did  not  advise  an  operation,  though,  from  the  earnest  solicitation  of  her 
master,  and  her  own  distressful  condition,  I  agreed  to  the  experiment.  I 
had  her  placed  upon  a  table,  laid  her  side  open  as  in  the  above  case,  put 

1  Mrs.  Crawford  died  March  30,  1841,  in  the  seventy-ninth  year  of  her  age. 
She  was  forty-seven  at  the  time  of  the  operation,  her  youngest  child  then  being 
six  years  old. 

2  In  1813,  since,  as  Dr.  McDowell  remarks  in  the  report  of  his  last  two  cases, 
this  operation  was  performed  six  years  before,  L  e.,  before  September  19,  1819. 
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my  hand  in,  found  the  ovarium  very  much  enlarged,  painful  to  the  touch, 
and  firmly  adhering  to  the  vesica  urinaria  and  fundus  uteri.  To  extract,  I 
thought,  would  be  instantly  fatal ;  but,  by  way  of  experiment,  I  plunged  the 
scalpel  into  the  diseased  part.  Such  gelatinous  substance  as  in  the  above 
case,  with  a  profusion  of  blood,  rushed  to  the  external  opening,  and  I  con- 
veyed it  off  by  placing  my  hand  under  the  tumor,  and  suffering  the  dis- 
charge to  take  place  over  it.  Notwithstanding  my  great  care,  a  quart  or 
more  of  blood  escaped  into  the  abdomen.  After  the  haemorrhage  ceased, 
I  took  out  as  cleanly  as  possible  the  blood,  in  which  the  bowels  were  com- 
pletely enveloped.  Though  I  considered  the  case  as  nearly  hopeless,  I 
advised  the  same  dressings  and  the  same  regimen  as  in  the  above  case.  She 
has  entirely  recovered  from  all  pain,  and  pursues  her  ordinary  occupations. 
Case  III. — In  May,  1816,  a  negro  woman  was  brought  to  me  from  a 
distance.  I  found  the  ovarium  much  enlarged,  and,  as  it  could  be  easily 
moved  from  side  to  side,  I  advised  the  extraction  of  it.  As  it  adhered  to 
the  left  side,  I  changed  my  place  of  opening  to  the  linea  alba.  I  began 
the  incision  in  company  with  my  partner  and  colleague,  Dr.  William  Cof- 
fer, an  inch  below  the  umbilicus,  and  extended  it  to  within  an  inch  of  the 
os  pubis.  I  then  put  a  ligature  around  the  Fallopian  tube  and  endeavored 
to  turn  out  the  tumor,  but  could  not.  I  then  cut  to  the  right  of  the  um- 
bilicus and  above  it  two  inches,  turned  out  a  scirrhous  ovarium  (weighing 
six  pounds),  and  cut  it  off  close  to  the  ligature  put  round  the  Fallopian 
tube.  I  then  closed  the  external  opening,  as  in  former  cases,  and,  she 
complaining  of  cold  and  chilliness,  I  put  her  to  bed  prior  to  dressing  her — 
then  gave  her  a  wineglassful  of  cherry-bounce  and  thirty  drops  of  lau- 
danum, which  soon  restoring  her  warmth,  she  was  dressed  as  usual.  She 
was  well  in  two  weeks,  though  the  ligature  could  not  be  released  for  five 
weeks,  at  the  end  of  which  time  the  cord  was  taken  away,  and  she  now, 
without  complaint,  officiates  in  the  laborious  occupation  of  cook  to  a  large 
family. 

The  operation  of  ovariotomy  having  thus  been  brought 
fairly  before  the  profession  by  its  originator,1  I  will  briefly 
pursue  its  history  in  this  country,  and  in  those  of  Europe,  in 
which  it  has  been  adopted. 

SECTION  II. 

OVARIOTOMY   IN   THE   UNITED   STATES. 

1.  It  would  contravene  all  experience  of  the  past  respecting 
the  inauguration  of  the  great  operations  of  our  art,  if  the  ori- 

1  For  a  full  account  of  the  life  and  character  of  Dr.  E.  McDowell,  reference  is 
made  to  an  article  by  the  author  of  this  work  in  the  New  York  Medical  Gazette, 
June  3,  1871,  and  to  a  biography  of  Dr.  McDowell,  in  the  "Lives  of  Eminent 
American  Physicians  and  Surgeons  of  the  Nineteenth  Century,"  Philadelphia,  1861. 
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ginator  of  so  decided  an  advance  as  ovariotomy  should  escape 
opposition  and  obloquy ;  and  Dr.  McDowell  also  met  with  his 
share,  both  at  home  and  abroad.  The  brevity  and  incomplete- 
ness of  his  reports  also  exposed  him  to  criticism,  not  always 
fair,  on  their  account.  Two  or  three  instances  will  be  here 
adduced  : 

Dr.  Ezra  Michener,  of  Philadelphia,  in  an  article  in  the 
journal *  containing  Dr.  McDowell's  reports,  after  regretting 
that  cases  "  as  novel  as  interesting  should  come  before  the 
public  in  such  a  manner  as  to  frustrate  the  intention  of  be- 
coming useful,"  and  expressing  the  hope  that  they  really  are 
"  correctly  stated,"'  and  sarcastically  quoting  what  is  said  in  the 
yeport  of  the  first  case  respecting  the  effects  of  the  horn  of  the 
saddle,  and  of  the  patient  being  engaged  in  making  her  bed  on 
the  fifth  day,  closes  thus : 

The  utter  impossibility  of  our  being  able  to  ascertain  with  certainty  the 
real  nature  of  those  internal  diseases,  the  delusive  nature  of  all  their  indica- 
tions, and  the  necessary  danger  of  an  operation  under  the  most  favorable 
circumstances,  will  be  likely  to  prove  an  insurmountable  barrier  to  the 
use  of  the  knife  in  their  removal,  as  few  persons  will  be  likely  to  venture 
their  reputation  on  such  uncertain  data. 

Dr.  McDowell  reported  two  cases  more  of  ovariotomy  near- 
ly two  years  after  these  strictures  appeared,2  and  incidentally 
alluded  to  them  in  connection  with  the  report.  In  respect  to 
the  effects  of  the  saddle,  he  explains  that  the  patient  was  a 
woman  of  low  stature,  and  the  tumor,  weighing  more  than 
twenty  pounds,  extended  to  the  right  side  about  as  much  as  to 
the  left,  and  had  become  so  pendulous  as  to  reach  almost  to  her 
knees.  He  did  not  explain  the  other  quotation  from  his  report 
by  Dr.  Michener  ;  but  it  is  proved  that  the  patient  was  operated 
upon  and  nursed  at  Dr.  McDowell's  own  house,  where  she  was, 
of  course,  visited  daily  by  Dr.  McDowell  and  his  nephew  and 
partner  at  that  time,  Dr.  James  McDowell.  He,  however, 
replies  at  some  length  to  the  remarks  of  Dr.  Henderson,  who 
had,  in  another  number  of  the  Repertory a  expressed  the  wish 
that  the  cases  "  had  been  reported  in  a  more  particular  detail." 

1  Eclectic  Repertory,  January,  1818,  vol.  viii.,  No.  xxix.,  p.  114. 

2  Ibid.,  October,  1819,  vol.  ix.,  No.  xxxvi.,  p.  546. 

8  Ibid.,  October,  1818,  vol.  viii.,  No.  xxxii.,  pp.  648,  558. 
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I  quote  the  passage  from  Dr.  McDowell's  reply,  as  profitable 
reading  for  some  operators  at  the  present  day  : 

I  thought  my  statement  sufficiently  explicit  to  warrant  any  surgeon's 
performing  the  operation  when  necessary,  without  hazarding  the  odium 
of  making  an  experiment,  and  I  think  my  description  of  the  mode  of  oper- 
ating, and  of  the  anatomy  of  the  parts  concerned,  clear  enough  to  enable 
any  good  anatomist,  possessing  the  judgment  requisite  for  a  surgeon,  to 
operate  with  safety.  I  hope  no  operator  of  any  other  description  may 
ever  attempt  it.  It  is  my  most  ardent  wish  that  this  operation  may  re- 
main, to  the  mechanical  surgeon,  forever  incomprehensible.  Such  have 
been  the  bane  of  the  science,  intruding  themselves  into  the  ranks  of  the 
profession,  with  no  other  qualification,  but  boldness  in  undertaking,  igno- 
rance of  their  responsibility,  and  indifference  to  the  lives  of  their  patients; 
proceeding  according  to  the  special  dictate  of  some  author  as  mechanical 
as  themselves,  they  cut  and  tear  with  fearless  indifference,  utterly  incapable 
of  exercising  any  judgment  of  their  own,  in  cases  of  emergency;  and  some- 
times without  possessing  the  slightest  knowledge  of  the  anatomy  of  the 
parts  concerned. 

The  preposterous  and  impious  attempts  of  such  pretenders  can  seldom 
fail  to  prove  destructive  to  the  patients,  and  disgraceful  to  the  science.  It 
is  by  such,  this  noble  science  has  been  degraded,  in  the  minds  of  many,  to 
the  rank  of  an  art. 

The  preceding  quotation  shows  the  broad  and  elevated 
views  of  Dr.  McDowell  as  a  surgeon,  and  the  advanced  opinions 
he  had  already  formed  respecting  the  operation  he  had  in- 
augurated. 

An  attempt  was  subsequently  made  to  deprive  Dr.  E.  Mc- 
Dowell of  the  credit  of  his  first  operation,  by  ascribing  it  to  his 
nephew  and  partner,  as  we  have  seen — Dr.  James  McDowell. 
This  was  triumphantly  refuted  by  a  card  published  by  Dr.  E. 
McDowell,  in  1826,  addressed  to  the  physicians  and  surgeons 
of  the  "West.  It  had  simply  been  arranged  beforehand  that  his 
partner  should  make  the  first  incision  under  his  direction,  and 
that  he  should  then  take  the  knife  and  finish  the  operation, 
which  was  done.1 

Of  Dr.  McDowell's  cases  Nos.  IY.  and  Y.,  the  former  was 
successful.  The  latter,  a  case  of  dermoid  cyst,  was  not  so.  Both 
patients  were  negresses.  Dr.  Gross  gives  the  particulars  of 
three  other  cases  operated  on  by  Dr.  McDowell ; 2  and  Dr. 
Alban  G.  Smith,  who  was  also  a  practitioner  at  Danville,  and 

1  Gross  on  "  Kentucky  Surgery,"  pp.  38,  39.  2  Ibid.,  pp.  10-16. 
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assisted  Dr.  McDowell,  states  that  the  latter  performed  ovari- 
otomy thirteen  times  in  all,  and  that  eight  at  least  of  these 
operations  were  successful. 

Dr.  McDowell  died  June  25, 1830,  in  the  fifty-ninth  year  of 
his  age. 

2.  The  next  ovariotomist  in  this  country,  after  Dr.  Mc- 
Dowell, was  Dr.  Nathan  Smith,  then  Professor  of  Surgery  in 
Yale  College,  New  Haven,  Connecticut.  This  operation  was 
also  as  truly  original  as  the  first  of  Di.  McDowell,  Dr.  Smith 
being  at  the  time  entirely  unaware  that  Dr.  McDowell  had 
operated  at  all.1  It  was  performed  at  Norwich,  Yermont,  on 
the  5th  of  July,  1821,  and  was  reported  in  the  American 
Medical  Recorder  for  June,  1822, 2  and  in  the  Edinburgh 
Medical  and  Surgical  Journal  for  October,  1822.3  It  was  a 
case  of  thin-walled  monocyst,  which  had  burst  three  times; 
twice  during  pregnancy,  and  once  from  a  fall.  The  patient 
was  a  Mrs.  Strobridge,  aged  thirty-three  years. 

Dr.  Smith  did  not  open  the  abdomen  till  the  blood  ceased 
to  flow  from  the  incision.  The  omentum  being  adherent,  it 
was  detached,  and  two  arteries  in  it  tied  with  leather  ligatures 
(narrow  strips  cut  from  a  kid-glove).  Two  arteries  were  also 
tied  in  the  pedicle.  The  latter  was  dropped  back  into  the  peri- 
toneal cavity,  and  the  incision  (three  inches  long)  closed.  The 
cyst  weighed  two  to  four  ounces,  and  contained  eight  pints  of 
fluid.  No  unfavorable  symptoms  occurred ;  and,  at  the  end  of 
three  weeks,  the  patient  sat  up  and  walked.  Dr.  H.  Hatch,  still 
living  in  New  York,  assisted  Dr.  Smith  at  the  operation,  and 
confirms  the  statements  just  made.  Dr.  Smith  desisted  from 
a  second  attempt  at  ovariotomy  on  account  of  adhesions.  The 
patient  recovered  from  his  operation.4 

3.  The  third  successful  ovariotomist  in  this  country  was 
Dr.  Alban  G.  Smith,  of  Danville,  Kentucky,  whom  I  have  al- 
ready mentioned  in  connection  with  the  operations  of  Dr.  E. 
McDowell.  His  operation  was  performed  May  23,  1823,  and 
was  reported  in  the  North  American  Medical  and  Surgical 
Journal,  January,  1826.6    Patient,  a  negress,  thirty  years  old, 

1  Stated  on  the  authority  of  his  son,  Prof.  N.  R.  Smith,  of  Baltimore. 

2  Philadelphia,  vol.  v.,  p.  124.  3  Vol.  xviii.,  p.  533. 
4  N.  Smith,  "  Medical  and  Surgical  Memoirs,"  p.  231.     5  Vol.  i.,  p.  30. 
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and  had  had  two  children.  He  had  also  operated  unsuccessfully 
in  1818. 

A  ligature  was  put  round  the  pedicle,  and  the  latter  cut 
off  at  least  three-quarters  of  an  inch  from  it,  the  ends  being  left 
out  of  the  lower  end  of  the  incision.  Patient  was  turned  upon 
the  abdomen  to  let  the  blood  flow  out  of  the  peritoneal  cavity, 
and  great  care  was  taken  to  include  the  peritonaeum  in  the  su- 
tures. Ligatures  came  away  on  the  twenty-fifth  day.  Recovery. 
His  administration  of  the  decoction  of  senna  the  night  after  the 
operation,  producing  a  few  evacuations  the  next  day,  and 
several  the  day  after,  would  not  be  applauded  at  the  present 
time. 

The  fourth  who  attempted  ovariotomy  in  this  country 
was  Dr.  Joseph  A.  Gallup,  Professor  in  the  Medical  College  at 
Woodstock,  Vermont.  This  operation  was  performed  June  12, 
1824,  and  is  reported  in  the  New  England  Journal  of 'Medicine 
and  Surgery  (vol.  xiv.,  p.  358),  October,  1825.  The  tumor 
was  a  monocyst,  with  a  strong,  thick,  dark  wall,  of  mahogany- 
color,  or  like  a  gum-elastic  bottle.  It  was  free  at  its  upper  two- 
thirds,  and  one-half  inch  thick,  and  adherent  at  the  lowest  third. 
The  upper  two-thirds  were  cut  off,  and  the  rest  of  the  cyst 
left,  it  being  one  inch  thick  one-half  the  way  round,  and  three- 
fourths  of  an  inch  the  other  half.  The  contents  were  so  viscid 
as  only  to  be  obtained  through  a  large  incision,  and  the  part 
left  did  not  readily  collapse.  It  held  about  a  pint,  and  was 
adherent  over  a  surfaee  four  and  a  half  inches  in  diameter,  to 
the  "  solid  parts  contiguous  to  the  os  innominatum."  (It  was 
probably  not  an  ovarian  cyst. — P.)  The  cyst  bled  very  freely, 
especially  at  the  thickest  part,  when  cut.  Interrupted  sutures 
were  passed  through  the  two  edges  of  the  cut  surfaces,  about 
one  inch  apart,  as  fast  as  it  was  cut,  and  the  threads  left  hang- 
ing out  came  away  in  four  or  five  days.  Death  on  the  sixth 
day,  with  tetanic  symptoms.  The  raw  edges  of  the  cyst  hav- 
ing united,  a  closed  sac  was  thus  formed,  holding  about  a  pint 
of  purulent  matter. 

In  April,  1827,  Dr.  Trowbridge,  of  New  York,  attempted 
ovariotomy,  but  desisted  on  account  of  adhesions.  The  patient 
had  recovered  from  the  operation  in  fifteen  days.1 

1  Dr.  Lyman's  Report,  case  266. 
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In  July,  1828,  Dr.  R.  D.  Mussey,  Professor  of  Surgery  in 
the  Medical  Department  of  Dartmouth  College,  attempted  ova- 
riotomy at  Ryegate,  Vermont.  He  was  prevented  by  adhe- 
sions from  completing  the  operation,  and  merely  incised  the 
cyst,  removing  four  or  five  pints  of  fluid,  and  introduced  tents. 
The  patient  was  cured  in  a  few  weeks,  and  had  her  last  and 
fourteenth  child  one  year  afterward,  at  the  age  of  forty-one. 
No  vestige  of  the  tumor  then  remained.1 

Dr.  J.  Billinger,  of  Charleston,  South  Carolina,  also  attempted 
ovariotomy  in  1828.     The  patient  recovered  from  the  incision.2 

4.  The  fourth  who  actually  performed  ovariotomy  in  the 
United  States,  was  Dr.  David  L.  Rogers,  still  residing  in  New 
York,  where  his  operation  was  performed  September  24, 1829." 
The  vessels  in  the  pedicle  were  large  and  numerous,  one 
the  size  of  a  goose-quill.  The  operation  lasted  two  hours.  It 
is  inferred  that  the  pedicle  must  have  been  very  short.  The 
vessels  in  it  were  tied  separately,  the  ligatures  cut  close  to  the 
knots,  and  the  whole  incision  closed  at  once.  In  two  weeks  the 
patient  sat  up,  and  walked  about  the  room. 

Dr.  J.  C.  Warren,  Professor  of  Surgery,  Boston,  attempted 
ovariotomy  in  November,  1830.  The  tumor  was  solid  and 
weighed  twenty-five  pounds,  and  was  (incorrectly  ?)  termed  a 
scirrhous  tumor.  There  were  extensive  adhesions.  The  ligature, 
though  double,  slipped  off  the  pedicle  almost  at  once,  and  while 
attempting  to  tie  the  vessels,  the  patient  lost  much  blood,  "  and 
in  a  short  time  sunk."  4 

In  December,  1835,  Dr.  J.  Billinger B  successfully  performed 
the  operation  of  ovariotomy,  tying  two  arteries  in  the  pedicle 
with  animal  ligatures  as  did  Dr.  N.  Smith,  and  closing  the 
incision.  It  was  a  case  of  ovarian  fibroma  as  large  as  the  fist, 
complicated  with  hydrometra.  From  that  time  there  was  no 
case  of  ovariotomy  in  this  country  until  the  year  1843,  when 
Dr.  A.  Dunlap 6  and  Dr.  J.  L.  Atlee  had  their  first  cases,  the 
former  an  unsuccessful  one. 

1  American  Journal  of  Medical  Sciences,  1837,  vol.  xxi.,  p.  380. 
s  Lyman's  Report,  case  146. 

3  New  York  Medical  and  Physical  Journal,  1830,  vol.  ii.,  p.  285. 

4  "  Warren  on  Tumors,"  p.  590. 

B  Southern  Journal  of  Medicine  and  Pharmacy,  May,  1847,  pp.  241-243. 
6  Ohio  Medical  and  Surgical  Journal,  1859,  vol.  xii.,  No.  2. 
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Dr.  J.  L.  Atlee,  of  Lancaster,  Pennsylvania,  successfully 
removed  both  ovaries  on  the  29th  of  June,  1843.1  He  passed 
a  double  silk  ligature  through  the  middle  of  the  pedicle,  and 
then  tied  one-half  of  the  latter  with  each  half  of  the  ligature,  and 
brought  its  ends  out  at  the  lower  extremity  of  the  incision.  This 
was  the  first  operation  of  double  ovariotomy  ever  performed. 

Dr.  W.  L.  Atlee,  the  most  distinguished  of  American  ovari- 
otomists,  had  his  first  operation,  an  unsuccessful  one,  on  the 
23d  of  March,  1844  ; 2  and  Dr.  J.  D.  Bowles  operated  success- 
fully on  the  5th  of  August  in  the  same  year.  Dr.  Atlee's  next 
operation,  a  successful  one,  was  performed  in  March,  1849.  Dr. 
P.  J.  Buekner  also  had  his  first,  and  an  unsuccessful,  operation 
in  1844.  In  this  year  ovariotomy  was  also  attempted  by  Drs. 
Webster,3  Weber,4  E.  L.  Dudley,6  and  J.  Farrell.8  All  four  of 
the  patients  recovered  from  the  incisions  made. 

There  was  no  operation  of  ovariotomy  in  this  country  in 
1845.  In  1846  there  was  a  single  operation  by  Dr.  J.  L. 
Atlee,  and  in  184Y  one  by  Dr.  Robert  Thompson.  Both  of 
these  were  unsuccessful.7 

In  1848,  Prof.  H.  Miller,  of  Louisville,  Kentucky,  and  Dr. 
P.  J.  Buekner,  operated  with  success.8  Dr.  Buekner  also  had 
an  unsuccessful  case.  Dr.  D.  Meeker,  of  Indiana  reports  a  case 
in  the  Boston  Medical  and  Surgical  Journal  for  September, 
1848  (vol.  xxxix.,  p.  116).  He  treated  the  pedicle  as  did  Dr. 
J.  L.  Atlee.  The  ligature  slipped  from  one-half  of  it,  and  the 
patient  died  of  haemorrhage  in  six  hours. 

In  1849,  five  successful  and  two  unsuccessful  operations  were 
performed  in  this  country.  The  former  were  by  Dr.  W.  L.  At- 
lee (two  cases),9  Dr.  Bayless,  of  Missouri,10  Dr.  W.  H.  Yan  Bu- 
ren,  of  K" ew  York,11  and  Dr.  Alden  March,  of  Albany ; 12  the 

1  American  Journal  of  Medical  Sciences,  1844,  vol.  vii.,  p.  44. 

s  Ibid.,  April,  1845,  p.  309.  s  Dr.  Lyman's  Report. 

4  Hamilton's  Report.  6  Bradford's  Report. 

6  Dr.  Lyman's  Report. 

7  Ibid.,  case  5  ;  and  Ohio  Medical  and  Surgical  Journal,  1859,  vol.  xii.,  No.  2. 

8  Ibid.,  vol.  xii.,  No.  2  ;  and  American  Journal  of  Medical  Sciences,  April,  1859. 

9  American  Journal  of  Medical  Sciences,  April,  1855. 

10  Bradford's  Report,  1859. 

11  New  York  Journal  of  Medicine,  March,  1850. 
»2  Ibid.,  1850,  vol.  v.,  N.  S. 
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latter,  by  Dr.  Gross,1  now  Professor  of  Surgery,  Philadelphia, 
and  Dr.  H.  J.  Bigelow,  Professor  of  Surgery,  Boston.2 

Dr.  Yan  Bur  en's  case  was  unquestionably  one  of  ovarian 
fibroma,  it  having  been  carefully  examined  and  pronounced 
such  by  Dr.  Alonzo  Clark.  Secondary  cysts,  the  size  of  a  bean, 
were  already  developed  in  it,  and  its  weight  was  seven  pounds. 
It  had  been  growing  five  years,  since  the  patient  was  sixteen 
years  of  age,  and  had  caused  a  complete  prolapse  of  the  uterus. 
It  was  adherent  to  the  omentum,  and  the  pedicle  was  two  and 
one-half  inches  long  and  six  inches  wide,  and  found  to  be 
twisted  twice  round,  though  there  had  been  no  symptoms  of 
strangulation.  It  was  enclosed  in  a  single  ligature,  the  ends 
being  brought  through  the  incision.  The  ligature  came  away 
on  the  nineteenth  day. 

Dr.  A.  March,  Professor  of  Surgery  in  the  Albany  Medical 
College,  operated  December  18,  1849.  He  treated  the  pedicle 
as  did  Dr.  J.  W.  Atlee ;  but  intended  the  next  time  to  carry 
the  ligatures  by  the  Douglas  cul-de-sac  into  the  vagina,  by 
means  of  a  sailmaker's  needle. 

Thus  it  appears  that,  previously  to  the  year  1850,  twenty- 
two  surgeons  had  attempted  ovariotomy  in  this  country,  and 
eighteen  had  performed  it ;  that  of  all  the  completed  operations, 
thirty-six  in  number,  twenty-one  recovered  and  fifteen  died.  I 
allow  to  Dr.  McDowell  eight  successes  in  thirteen  operations, 
as  stated  by  Dr.  A.  G.  Smith  (p.  241). 

During  1850,  four  successful  operations  were  performed  : 
one  each  by  Dr.  A.  Dunlap,3  and  Dr.  J.  Farrell,4  of  Ohio,  Dr. 
E.  R.  Peaslee,  and  Dr.  W.  L.  Atlee.6  There  were  also  five  fail- 
ures, two  by  Dr.  "W.  L.  Atlee,8  and  one  each  by  Dr.  Lyon,7 
Dr.  Grimshaw,  of  Delaware,*  and  Dr.  Deane,  of  Massachusetts.9 

Dr.  A.  Dunlap  completed  his  operation  in  twenty  minutes, 
though  there  were  extensive  adhesions.     His  ligatures,  applied 

1  Dr.  Lyman's  Report,  No.  175. 

8  Boston  Medical  and  Surgical  Journal,  January,  1850,  and  Lyman's  Report, 
No.  84. 

3>  4  Ohio  Medical  and  Surgical  Journal,  1859,  vol.  xii.,  No.  2. 
5.  6  American  Journal  of  Medical  Sciences,  April,  1855. 
1  Dr.  Lyman's  Report,  No.  1*75. 

8  Medical  Examine?;  1850,  vol.  vi.,  p.  630. 

9  Boston  Medical  and  Surgical  Journal,  1851,  vol.  xlv.,  p.  474. 
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according  to  Dr.  J.  L.  Atlee's  method,  came  away  on  the  thirty- 
first  and  thirty -fifth  days.     Incision  eleven  inches  long. 

Dr.  E.  R.  Peaslee,  Professor  of  Surgery  in  the  Medical 
School  of  Maine,  operated  September  21,  1850. *  This  was  a 
case  of  double  ovariotomy,  the  first  in  New  England,  and  the 
second  in  this  country.  It  was  also  the  first  successful  case  of 
ovariotomy  in  New  England  by  the  large  abdominal  section. 
Dr.  N.  Smith's  (1821)  had  then  been  the  only  previous  success- 
ful case. 

During  1851,  Dr.  Buckner  reported  another  successful  case ; 
and  Dr.  W.  L.  Atlee,  Dr.  Yan  Buren,2  and  Dr.  Ezra  P. 
Bennett,3  of  Danbury,  Connecticut,  each  an  unsuccessful  case. 
Dr.  S.  Parkman,  of  Boston,4  also  attempted  ovariotomy,  but 
found  no  pedicle.  The  patient  died.  And  Dr.  Cartwright,  of 
New  Orleans,  removed  an  ovarian  tumor  by  catheterism  of  the 
Fallopian  tube. 

Dr.  Yan  Buren's  case  was  a  second  one  of  solid  ovarian 
tumor,  six  inches  in  diameter.  There  had  been  colicky  pains 
from  time  to  time,  and  at  length  the  tumor  became  fixed 
after  an  attack  of  peritonitis.  Patient  died  eight  days  after  the 
operation,  of  enteritis.  The  tumor  (right  ovary)  was  found  to 
be  almost  black,  at  some  points  greenish,  from  strangulation ; 
the  pedicle  being  twisted  one  and  a  half  time  round. 

Dr.  Cartwright's  case  was  one  of  large  ovarian  cyst.5  On  the  18th  of 
March,  1850,  he  passed  a  gum-elastic  catheter,  with  a  wire  in  it,  to  the 
fundus  uteri,  and  withdrew  the  wire  about  a  half  an  inch ;  and  after  a 
few  trials  the  point  of  the  catheter  entered  the  left  Fallopian  tube.  After 
passing  an  inch,  it  seemed  to  enter  an  expansion  of  the  tube  itself,  and 
then  was  pushed  one  and  a  half  inch  farther  and  withdrawn.  A  glu- 
tinous substance  followed  its  withdrawal,  which  he  recognized  as  a  hy- 
datid formation  (?).  He  then  passed  the  same  catheter,  containing  a  few 
drops  of  a  solution  of  nitrate  of  silver  (3j  to  |j),  three  inches  into  the 
Fallopian  tube  and  injected  it.  The  glutinous  matter  escaped  per  uterum 
et  vaginam  for  a  week  or  more,  the  tumor  meantime  diminishing.  The 
operation  was  repeated  four  times  more  before  the  middle  of  May.  The 
discharge   continued  a  week  after  each  catheterization  except  the  last, 

1  American  Journal  of  Medical  Sciences,  1851,  vol.  xxi.,  p.  371. 

2  New  York  Journal  of  Medicine,  March,  1852. 

3  American  Journal  of  Medical  Sciences,  1852,  vol.  xxiii.,  p.  282. 

4  Boston  Medical  and  Surgical  Jonrnal,  1851,  vol.  xlv.,  p.  421. 

5  Stethoscope,  1851,  vol.  i.,  p.  414. 
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when  no  fluid  was  brought  away.  The  patient  recovered,  with  some  hard- 
ness and  fulness  remaining  at  the  site  of  the  tumor.  (This  was  probably 
a  case  of  dropsy  of  the  Fallopian  tube. — P.) 

In  1852  successful  operations  were  performed  by  Dr.  E.  P. 
Bennett,  of  Connecticut,1  Dr.  TV".  L.  Atlee,  Dr.  Evans,  and  Dr. 
Howard,  of  Columbus,  Ohio ; 2  and  two  unsuccessful  ones  by 
Dr.  W.  L.  Atlee. 

In  1853,  Professor  S.  D.  Gross,3  and  Dr.  Bayless,  of  Mis- 
souri,4 again  operated;  and  Dr.  D.  McRuer,5  of  Maine,  and  Dr. 
J.  P.  Bradford,  of  Kentucky,  performed  their  first  ovariotomies. 
Dr.  Mcliuer's  case  was  successful;  the  other  three  were  not  so. 

For  the  particulars  respecting  the  ovariotomies  reported  in 
this  country  from  1853  to  1863  inclusive,  I  refer  to  the  work 
of  Dutoit.  Their  numbers  and  results  are  shown  in  the  follow- 
ing table.  Only  a  small  portion,  however,  of  all  the  operations 
performed  have  been  reported ;  Dr.  TV.  L.  Atlee  having  re- 
ported no  case  since  1855,  and  Dr.  Kimball,  of  Lowell,  who 
commenced  as  an  ovariotomist  in  that  year,  having  but  a  single 
case  here  included.  All  of  Dr.  A.  Dunlap's  cases  except  twelve, 
and  of  my  own  except  four,  and  of  Dr.  Mcliuer's  except  two, 
are  here  omitted,  as  are  also  all  those  of  Drs.  Sims,  Thomas, 
and  Emmet : 


YEARS. 

Cases. 

Successes. 

Deaths. 

YEARS. 

Cases. 

Successes. 

Deaths. 

1853 

8 

7 

1 

1859 

7 

4 

3 

1854 

11 

8 

3 

1860 

3 

3 

0 

1855 

21 

6 

15 

1861 

3 

2 

l 

185G 

11 

8 

3 

1862 

4 

2 

2 

1857 

5 

4 

1 

1863...... 

3 

2 

1 

1858 

5 

3 

2 

The  total  of  the  reported  cases,  up  to  the  last  quarter  of  the 
year  1863,  is  one  hundred  and  seventeen ;  of  which,  sixty-eight, 
or  58.12  per  cent.,  recovered,  and  forty-nine  died.  Over  two 
hundred  additional  operations  not  reported  must,  lowever, 
have  been  performed  by  the  operators  above  named,  during 
the  eleven  years  just  specified. 

1  American  Journal  of  Medical  Sciences,  1852,  vol.  xxiii.,  p.  282. 

2  Ohio  Medical  and  Surgical  Journal,  1853,  vol.  v.,  pp.  211,  213. 

3  Western  Journal  of  Medicine  and  Surgery,  1853,  vol.  xL,  p.  29. 

4  St.  Louis  Medical  and  Surgical  Journal,  1853,  vol.  xi.,  p.  204. 
6  Boston  Medical  and  Surgical  Journal,  1853,  vol.  xviii.,  p.  74. 
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During  the  last  seven  years  also  (1864  to  1870  inclusive),  but 
few  cases  of  ovariotomy  have  been  reported  by  those  who  have 
operated  most  frequently.  Dr.  Atlee  recommenced  his  reports 
in  1870,  with  his  two  hundredth  case.  But,  from  direct  corre- 
spondence, I  am  able  to  supply  the  deficiency  to  a  great  extent, 
in  the  statistics  for  this  country.  Probably  two-thirds  of  all 
the  ovariotomies  in  this  country  during  the  period  just  men- 
tioned have  been  performed  by  the  first  five  or  six  operators 
next  to  be  mentioned.  Thus  the  whole  number  of  operations 
up  to  October  10,  1871,  is  as  follows : 


OPERATORS. 

Atlee,  W.  L 

Kimball 

Dunlap,  A 

Peaslee 

White 

McRuer 

Thomas 

Bradford  2 

Emmet 

Sims 

Miner 

Axford 

Crosby 

Bennett 

Green 

Tewksbury  (Portland)  . . 

Beebe  (Chicago)   

Hill  (Augusta,  Maine)  . . 

Noeggerath 

Smith,  A 

Jackson  (Chicago) 

Mussey  (Cincinnati) 


Cases. 

Successes. 

Per  cent. 

246  1 

•About  TO  p.  ct.' 

70.00 

121 

80 

66.11 

60 

48 

80.00 

28 

19 

6*7.85 

25 

IT 

68.00 

22 

16 

12.12 

27 

18 

66.66 

30 

21 

90.00 

17 

8 

4*7.05 

12 

10 

83.33 

9 

4 

44.44 

9 

6 

66.66 

5 

2 

40.00 

4 

3 

75.00 

8 

5 

62.50 

1 

3 

42.50 

6 

4 

66.66 

6 

3 

50.00 

6 

1 

16.66 

5 

3 

60.00 

4 

3 

75.00 

3 

1 

33.33 

This  gives  a  total  of  six  hundred  and  sixty  operations 
and  four  hundred  and  fifty-three  successes,  or  68.63  per  cent. 
Deducting  thirty-eight  of  these  which  had  been  included  in  the 
previous  list  up  to  1864,  there  remain  six  hundred  and  twenty- 
two  ovariotomies  to  be  added  to  the  one  hundred  and  seventeen 
which  had  been  reported  before  1864 ;  or  a  total  up  to  October 
10,  1871,  for  this  country,  of  seven  hundred  and  thirty-nine 
known  ovariotomies.  To  these  I  would  also  have  added  the 
cases  of  Dr.  H.  R.  Storer,  could  I  have  obtained  their  number 
and  results.     Dr.  A.  F.  Sawyer  also  reported  seven  cases  of 


1  "  Of  all  kinds." 

2  Private  correspondence  with  his  son. 


Dr.  B.  died  in  October,  1871. 
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ovariotomy  in  California  tip  to  1860,  of  which  six  terminated 
fatally ; 1  and  has  communicated  to  me  thirteen  cases  since  1860, 
by  letter,  of  which  ten  proved  fatal. 

Thns  it  appears  that  ovariotomy  in  this  country,  originating 
here  in  1809,  remained  exclusively  in  the  hands  of  its  origina- 
tor till  1821,  when  it  was  again  originated  by  Dr.  Nathan 
Smith.  From  this  time  to  1843,  though  several  times  attempt- 
ed, it  was  actually  accomplished  only  by  Dr.  A.  G.  Smith,  who 
had  previously  assisted  Dr.  McDowell,  by  Dr.  Rogers,  and 
Dr.  Billinger. 

In  1843  and  1844  a  new  impulse  was  given  by  the  success 
of  Dr.  J.  L.  Atlee,  and  which  was  still  further  aided  by  his 
brother,  "W.  L.  Atlee,  as  has  been  seen. 

In  1849  there  were  seven  reported  cases,  and  the  num- 
ber gradually  increased  till  1855,  during  which  year  twen- 
ty-one operations  were  reported.  But  fifteen  of  them  proved 
unsuccessful,  and  ovariotomy  received  an  apparent  check,  from 
which  it  did  not  recover  till  1864.  In  fact,  however,  the  num- 
ber of  operations  has  been  annually  increasing  since  1855 ; 
Dr.  "W".  L.  Atlee,  Kimball,  of  Lowell,  and  Dunlap,  of  Ohio, 
having  performed  the  majority  of  them  without  reporting 
them.  But  not  till  1855  can  the  operation  be  said  to  have  se- 
cured a  permanent  footing  in  the  United  States,  and  then  only 
in  the  country.  The  surgeons  generally  of  the  cities  still  op- 
posed it  for  some  years  afterward.  Dr.  Yan  Buren,  almost 
the  only  exception,  had  ceased  to  operate  with  his  second  oper- 
ation. And  even  when  the  author  of  this  work  read  his  mono- 
graph on  the  subject  before  the  New  York  Academy  of  Medi- 
cine, in  June,  1864,  there  was  not  another  surgeon  in  the  city 
to  defend  the  operation.  But  by  1865  all  opposition  was 
silenced,  and  the  operation  everywhere  admitted  to  citizen- 
ship. 

If  it  be  thought  singular  that  ovariotomy  required  a  longer 
time  to  become  established  in  the  land  of  its  birth  than  in 
England,  we  may  recollect  that  all  advances  in  our  science  and 
our  art  in  any  country  are  uniformly  regarded  at  home,  for  a 
time,  too  much  in  a  personal  light,  while  their  real  merits  are 
overlooked.     And  especially  would  this  be  so  in  case  of  an 

1  American  Journal  of  Medical  Sciences,  July,  I860,  p.  51. 
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operation  which  very  few  but  the  originator  would,  for  a  time, 
have  the  hardihood  to  attempt.  On  the  other  hand,  a  few 
British  surgeons  appreciated  the  value  of  ovariotomy  at  an 
early  period,  and  by  1850,  after  the  brilliant  success  of  Dr. 
Clay,  of  Manchester,  as  will  be  seen,  the  operation  was  very 
generally  accepted  in  the  provinces,  though  not  yet  for  several 
years  in  the  metropolis,  of  England. 

Ovariotomy  was  performed  in  Canada  (West)  for  the  first 
time  in  1860,  by  Dr.  Reginald  Henwood,  of  Brentford.  The 
operation  was  successful.1 

On  referring  to  the  literature  of  this  subject  in  this  country, 
we  find  far  less  to  note  than  in  Great  Britain ;  and  up  to  1843 
we  have  only  the  reports,  usually  quite  brief,  of  the  cases  I 
have  mentioned. 

It  has  already  been  stated  that  a  new  impulse  was  given  to 
ovariotomy  in  this  country  by  Dr.  J.  L.  Atlee,  of  Lancaster, 
Pennsylvania,  in  June,  1843,  when  he  had  his  first  operation, 
the  first  case  of  double  ovariotomy  on  record,  and  also  success- 
ful. C.  Aston  Key's  case  occurred  several  weeks  afterward, 
though  he  unintentionally  removed  the  second  ovary.  Up  to 
this  time  but  eighteen  operations  had  been  performed  in  this 
country,  with  twelve  successes.  In  his  report  of  the  case,2  he 
remarks :  "  I  was  not  then  aware  of  what  had  been  recently 
accomplished  in  the  last  half  of  the  year  1842  by  Drs.  Clay 
and  Walne  (in  England) ;  the  triumphant  results  of  American 
surgery  satisfied  me  that  if  my  patient,  after  a  full  understand- 
ing of  her  case,  and  the  dangers  of  the  operation,,  decided  upon 
it,  it  was  my  duty  to  undertake  it."  He  knew  that  "  the  lead- 
ing medical  and  surgical  journal  in  Great  Britain  had  de- 
nounced the  operation ;  had  censured  those  who  had  attempted 
it ;  had  pronounced  it  impracticable ;  and  had  even  questioned 
the  veracity  of  those  who  had  been  the  pioneers  in  this  much- 
abused  operation.  There  was,  therefore,  but  little  sympathy 
and  much  censure  to  be  expected,  should  I  fail  of  success. 
"With  my  brother  only  (W.  L.  Atlee)  did  I  counsel  in  regard 
to  it,  and  he  concurred  with  me  in  the  propriety  of  operating." 

In  the  latter  part  of  the  year  1843,  Dr.  Atlee  received 

1  American  Journal  of  Medical  Sciences,  April,  1861,  p.  575. 

2  Ibid.,  1844,  vol.  vii.,  p.  44. 
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from  Prof.  Gibson  an  account  of  Dr.  Clay's  first  three  cases  of 
ovariotomy,  and  Mr.  Walne's  first  two  cases — all  five  be- 
ing successful ;  and  in  his  report  of  his  own  case l  he  quoted 
Dr.  Clay's  remarks  in  defence  of  the  operation,  and  of  the  large 
incision. 

Dr.  W.  L.  Atlee  had  his  first  ovariotomy,  an  unsuccessful 
case,  March  29,  1844.  After  giving  a  very  full  report  of  it,a 
he  remarks : 

I  have  given  this  unfortunate  case  in  full  detail,  in  a  conscious  spirit  of 
truth  and  candor,  because  it  is  an  unsuccessful  one.  It  is  not  so  much  to 
avoid  the  censure  of  "keeping  studiously  and  carefully  from  the  public 
eye  the  unsuccessful  cases  of  the  operation  "  (Mr.  Lawrence),  which  is  a 
species  of  dishonesty  and  empiricism  deserving  unqualified  condemnation, 
as  to  do  an  act  of  professional  duty  peremptorily  required  by  the  unsettled 
position  of  this  operation  in  the  minds  of  the  most  eminent  surgeons,  that 
induces  me  to  its  publication.  I  have  carefully  avoided  giving  any  color  to 
the  case,  save  what  its  symptoms  have  expressed,  and  I  am  perfectly  willing 
to  furnish  it  as  one  of  the  numerical  arguments  against  ovariotomy.  Still, 
candidly  admitting  the  case  to  be  fairly  one  of  unsuccess,  notwithstanding 
the  mitigating  circumstances  of  age,  constitution,  and  insidious  inflamma- 
tion, I,  as  confidently  as  ever,  consider  the  operation  justifiable  in  appro- 
priate cases  of  a  disease  otherwise  desperate  and  incurable,  and  where  it 
"secures  the  only  remaiuing  chance  of  life." — (Blundell,  Med.  Examiner.) 

In  his  remarks  upon  the  case,  he  considers  the  objections  to 
ovariotomy  that  the  diagnosis  is  difficult,  and  that  there  is  dan- 
ger of  haemorrhage,  and  concludes  thus : 

There  are  sins  of  omission  as  well  as  of  commission.  The  good  of  our 
neighbor,  and  our  professional  duty,  always  obligate  us  to  risk  our  reputa- 
tion in  contributing  to  the  one,  and  in  properly  exercising  the  other ;  and 
if,  when  relief  can  be  afforded  in  a  horrible  and  fatal  disease,  we  are  un- 
willing to  hazard  our  fame,  or  take  responsibility  in  consequence  of  dan- 
ger, then,  indeed,  we  prostitute  a  high  and  holy  office,  fail  to  exercise  it 
purely,  and  will  have  to  give  an  account  of  it  hereafter. 

Dr.  Atlee  also  reported  a  successful  case  of  gastrotomy  with 
removal  of  a  uterine  fibroid,  in  the  April  number,  1845,  of  the 
same  journal.     On  this  case  he  remarks : 

The  extension  of  gastrotomy  to  fibrous  tumors  of  the  uterus  may,  per- 
haps, be  condemned.     This  case  might  have  been  reported  one  of  ovarian 

1  American  Journal  of  Medical  Sciences,  January,  1844. 

2  Ibid.,  July,  1844. 
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tnmor,  if  I  had  not  preferred  to  relate  things  as  they  are.  I  pledge  my- 
self to  the  profession  to  treat  this  subject  in  all  truth  and  candor,  to  falsify, 
omit,  or  withhold  nothing,  and  to  write  down  errors,  if  such  there  be,  in 
honesty,  and  without  fear — taking  censure  when  deserved.  In  the  de- 
cision of  a  matter  of  such  weight  to  humanity,  personal  sacrifices  ought 
to  be  utterly  disregarded.  If  this  operation  is  to  be  established,  it  must 
be  on  correct  statements;  if  it  fail  on  such  testimony,  it  fails  justly,  and 
forever.  But  if  its  establishment  be  attempted  on  falsified  reports  and 
withheld  facts,  then  human  life  must  fall  a  sacrifice  to  personal  and  pro- 
fessional dishonesty,  and  the  effort  must  necessarily  die,  covered  with  a 
mantle  of  human  gore.  Let  the  question,  therefore,  be  met  as  it  ought  to 
be,  and  its  history  be  a  record  of  truth.  I  have  acknowledged  that  the 
case  was  considered  an  enlargement  of  the  right  ovary,  and  this  is  the  rea- 
son why  I  examined  only  the  uterus  and  the  left  ovary  before  closing  the 
wound,  believing  the  right  one  to  have  been  extirpated. 

He  also  appends  to  the  report  of  this  case  a  table  of  all  the 
operations  of  gastrotomy  np  to  that  time,  one  hundred  and  one 
in  number,  the  most  accurate  and  complete  list  that  had  been 
published.  This  was  appropriated  by  Mr.  T.  S.  Lee,  in  1847, 
in  his  prize  essay  on  "  Tumors  of  the  Uterus  and  its  Append- 
ages," without  acknowledgment.1 

In  April,  1850,  Dr.  Atlee  reported  two  more  cases  of  gas- 
trotomy. In  the  former,  the  tumor  was  found  to  be  uterine, 
and  was  not  removed.  The  patient  recovered  her  former  con- 
dition. In  the  latter,  a  unilocular  ovarian  cyst  was  success- 
fully removed.  At  the  end  of  these  reports  is  an  account  of 
the  correspondence  between  himself  and  Mr.  T.  S.  Lee,  before 
referred  to,  respecting  Dr.  Atlee's  table,  published  in  1845. 
The  next  year  (1851)  he  extended  the  statistical  table  above 
mentioned,  making  it  include  two  hundred  and  twenty-two 
cases,  and  published  it  in  the  "  Transactions  of  the  Ameri- 
can Medical  Association."  a  He  had  then  operated  fourteen 
times.  Though  he  ceased  to  report  his  cases  after  1855  till 
1870,  his  perseverance,  skill,  and  success,  as  an  ovariotomist, 
have  exerted  a  constant  and  increasing  influence  in  securing 
the  adoption  of  the  operation  by  the  profession  in  this  coun- 
try. The  author's  appreciation  of  his  services  in  this  respect 
were  expressed  already  in  1851,  as  follows : 3 

1  American  Journal  of  Medical  Sciences,  April,  1850,  p.  339. 

2  Vol.  iv.,  p.  286  (1851). 

8  American  Journal  of  Medical  Sciences,  April,  1851,  p.  386. 
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"  I  cannot  close  without  alluding  to  the  obligations  under 
which  the  medical  profession  in  our  country  has  been  placed, 
by  the  full  and  precise  reports  of  his  operations  for  the  removal 
of  diseased  ovaries,  which  Dr.  "W.  L.  Atlee  has,  from  time  to 
time,  given.  .  .  .  For  only  accurate  and  minute  reports  of 
such  cases  are  of  any  practical  value  to  others." 

In  April,  1855,  Dr.  Atlee  gave  a  synopsis  of  his  first  thirty 
cases  of  ovariotomy,1  of  which  seventeen  recovered  and  thir- 
teen died. 

In  1856,  Dr.  Gr.  In".  Lyman's  prize  essay  on  "  Ovariotomy  " 
was  published  by  the  Massachusetts  Medical  Society,  contain- 
ing the  fullest  and  most  elaborate  statistical  table  up  to  that 
date.  In  April,  1857,  Dr.  J.  T.  Bradford  read  before  the  Ken- 
tucky Medical  Society  a  report 2  of  the  cases  of  ovariotomy 
which  had  occurred  in  that  State  ;  and,  in  1859,  Dr.  J.  "W. 
Hamilton  did  the  same  for  the  State  of  Ohio,3  and  Dr.  D. 
McRuer  for  the  State  of  Maine.4 

In  March,  186-1,  I  presented  a  paper  before  the  New  York 
Academy  of  Medicine,  on  "  Ovarian  Tumors  and  their  Treat- 
ment— excepting  Ovariotomy  " — of  which  the  following  were 
the  conclusions  : 

"1.  Simple  tapping  of  ovarian  cysts  is  merely  a  palliative 
measure,  by  no  means  to  be  regarded  as  a  harmless  one  in  any 
circumstances,  and  proving  fatal  in  one  case  out  of  seven  (to 
four)  when  resorted  to  for  the  first  time. 

"  2.  All  the  curative  methods  I  have  considered  totally  fail 
in  cases  of  polycystic  tumors,  leaving  ovariotomy  alone  as 
adapted  to  them.  They  all,  moreover,  in  their  application  to 
monocystic  tumors  alone,  give  but  a  very  slight  promise  of 
success,  except  the  iodine  injection,  and,  in  a  few  cases,  the 
tapping  jper  vagmam  and  leaving  the  canula  in  situ.  Besides, 
they  are  all,  except  the  iodine  injection  and  the  formation  of  a 
permanent  opening  of  the  cyst  into  the  peritoneal  cavity,  as 
dangerous  as  ovariotomy,  or  even  more  so. 

"  3.  Of  all  the  curative  methods  I  have  considered,  the 
iodine  injection  alone  (and  the  tapping  jper  vaginam  and  leav- 

1  American  Journal  of  Medical  Sciences,  April,  1855,  p.  387. 

2  Published  in  pamphlet  form. 

3  Ohio  Medical  Journal,  January  and  November,  1859. 

4  Maine  Medical  and  Surgical  Reports,  February,  1859. 
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ing  the  canula  in  situ  in  a  few  cases)  is  therefore  to  be  com- 
mended, even  in  the  treatment  of  monocystic  tumors. 

"  4.  Iodine  injections  are  valuable  as  a  curative  method,  if 
restricted  to  single  cysts  containing  a  clear,  serous  fluid ;  thus 
proving  successful  in  one-third  to  one-half  of  the  cases.  They 
may  perhaps  succeed,  if  the  contents  are  albuminous,  provided 
the  fluid  is  completely  removed  from  the  cyst  by  injections  of 
warm  water  before  the  iodine  solution  is  used.  But,  the  latter 
failing  in  either  case,  ovariotomy  alone  remains  as  a  curative 
measure. 

"  5.  Injections  of  iodine  may,  however,  retard  the  refilling 
of  simple  cysts,  and  even  of  one  or  more  of  the  principal  sacs  of 
a  polycystic  tumor,  and  may  be  used  with  this  expectation 
merely,  when  ovariotomy  is  out  of  the  question. 

"  6.  Iodine  injections  are  not  to  be  regarded  as  unattended 
by  considerable  risk,  and  which  is  also  probably  much  greater 
in  a  patient  never  before  tapped. 

"  7.  If,  in  a  case  of  a  monocystic  tumor,  circumstances  com- 
pel us  to  reject  the  treatment,  with  a  curative  intention,  by  the 
iodine  injection,  or  by  leaving  the  canula  in  situ,  ovariotomy 
becomes  the  sole  curative  method  in  this  case  also,  as  well  as 
in  all  cases  of  polycystic  and  solid  tumors." 

In  June,  1864,  I  read  a  paper  before  the  New  York  Acad- 
emy of  Medicine  on  Ovariotomy,  in  which  I  endeavored  to  con- 
sider all  the  points  which  had  been  pretermitted  in  the  preced- 
ing paper,  under  the  following  heads  : 

I.  Should  ovariotomy  be  recognized  as  a  legitimate  opera- 
tion in  surgery? 

II.  In  what  classes  of  cases,  and  in  what  special  circum- 
stances, is  it  proper  to  resort  to  it,  and  what  conditions  forbid 
it? 

III.  How  should  the  operation  be  performed  ? 

IV.  What  is  the  appropriate  treatment  after  ovariotomy  ? 

I.  The  first  inquiry  was  answered  decidedly  in  the  affirmative. 
"  Those  who  maintain  that  ovariotomy  is  never  justifiable, 
base  their  objections  upon  three  distinct  grounds : 

"  1.  On  statements  sustained  by  mere  a  priori  reasoning. 
"  2.  On  authority. 
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"  3.  On  the  asserted  unreliability  of  the  statistics  of  ovari- 
otomy. 

"  1.  It  ought  to  be  unnecessary  to  remark  that  no  practical 
question  in  our  art  can  ever  be  settled  by  either  a  priori  reason- 
ing or  by  mere  authority.  For,  while  either  is  deciding  that  a 
thing  is  impracticable,  some  one  may  do  the  thing  in  question. 
Dr.  Lardner  demonstrated,  by  that  kind  of  reasoning,  that  no 
steamer  could  ever  cross  the  Atlantic,  and  had  hardly  stated 
his  reasons  at  length  before  the  thing  deemed  impossible  was 
an  accomplished  fact.  Many  similar  instances  have  occurred  in 
the  history  of  our  profession.  I  will  merely  repeat  the  objec- 
tions based  on  a  priori  considerations  to  which  I  have  alluded; 
but  they  have  been  so  ably  answered  by  Prof.  Miller,  of  Louis- 
ville,1 and  Prof.  Simpson,  of  Edinburgh,2  that  I  will  not  further 
occupy  the  time  with  them  : 

"  a.  The  great  danger  of  the  operation. 

"  b.  So  violent  a  remedy  is  not  sanctioned  by  the  nature  of 
the  disease.     It  may  terminate  spontaneously. 

"  c.  Palliative  treatment  may  prolong  life  indefinitely. 

"  d.  Even  if  the  operation  succeeds,  it  may  not  secure  per- 
manent relief. 

u  e.  The  difficulty  of  a  correct  diagnosis. 

"  Perhaps,  however,  the  fourth  objection  needs  some  ex- 
planation. It  means  that,  if  you  operate  and  cure  the  patient, 
the  other  ovary  may  possibly  become  diseased  at  some  future 
time.  The  preceding  objections  apply  as  truly  to  most  other 
capital  operations.  The  last  objection  alone  has  any  special 
weight  as  applied  to  ovariotomy ;  but  the  difficulty  of  diagnosis 
really  existing  in  some  cases  may  be  practically  neutralized  in 
perhaps  every  instance  by  the  two  following  rules  : 

"  A.  Never  regard  ovariotomy  as  an  operation  to  be  performed 
in  a  hurry,  or  while  the  patient  is  in  good  health.  If  you  wait 
some  months,  or  a  year  or  two,  if  possible,  you  will  gain  time 
to  form  a  correct  opinion  of  the  case,  and,  if  tapping  becomes 
necessary,  the  diagnosis  can  thus  be  confirmed  or  corrected ; 
while  at  the  same  time  the  chances  of  recovery  from  ovariotomy 
are  on  the  whole,  perhaps,  by  that  palliative  operation  increased. 

1  American  Journal  of  Medical  Sciences,  April,  1859,  p.  336. 

2  Edinburgh  Monthly  Journal  of  Medicine,  January,  1846,  p.  53-67. 


256  OVARIAN   TUMORS  AND  OVARIOTOMY. 

"B.  When  you  commence  the  operation  of  ovariotomy,  al- 
ways regard  the  incision  as  merely  explorative,  until  you  reach 
the  point  to  determine  whether  you  will  finish  the  operation  or 
not. 

"2.  Nor  can  mere  authority  decide  a  practical  question, 
whether  of  individuals  or  of  learned  societies.  The  first  ques- 
tion that  always  occurs  is :  What  special  qualifications  have 
these  persons  or  this  body  to  decide  the  question  ?  A  State 
Medical  Society,  a  few  years  since,  denounced  the  operation  I 
am  considering,  by  a  formal  vote.  But  what  surgeon,  even 
among  the  members  of  that  association,  was  in  the  least  influ- 
enced thereby?  If  the  self-constituted  authority  has  practical 
experience  or  observation,  it  has  a  special  right  to  be  heard ;  if 
not,  it  has  no  such  special  right  or  influence.  It  is  therefore 
our  duty  to  challenge,  and  often  to  reexamine,  the  conclusions 
in  our  science  which  are  based  on  mere  authority  or  the  general 
sentiment  of  the  profession,  as  well  as  on  a  priori  considera- 
tions. 

"  I  will  rapidly  pass  in  review  some  of  the  authorities  op- 
posed to  the  operation  of  ovariotomy ;  the  most  distinguished 
being  the  late  Prof.  Mutter,  of  Philadelphia,  Mr.  Liston,  Dr.  J. 
M.  Duncan,  of  Edinburgh,  Dr.  Robert  Lee,  of  London,  and 
several  members  of  the  Imperial  Academy  of  Medicine  of  Paris. 
It  is  true  that  enough  has  been  done,  since  these  gentlemen 
promulgated  their  views,  to  establish  the  claims  of  ovariotomy 
to  be  accepted  as  a  legitimate  operation ;  but,  as  they  are  still 
quoted  by  its  opponents,  they  should  receive  some  notice  here. 

"  Now,  it  occurs  to  me  to  remark,  at  the  outset,  that  not  a 
single  one  of  the  gentlemen  I  have  just  mentioned  ever  per- 
formed the  operation  of  ovariotomy ;  most  of  them  never  saw 
it  performed ;  and  one,  for  a  long  time  after  he  had  committed 
himself  against  the  operation,  refused  to  see  it  performed.  Be- 
sides, a  majority  of  them  are  mere  physicians,  who  never  engage 
in  surgery  at  all.  By  what  special  right,  therefore,  do  they  as- 
sume to  decide  this  question  %  Is  not  the  opinion  of  Dr.  Atlee 
alone,  or  of  Dr.  Clay,  of  Manchester,  worth  more  than  any  num- 
ber of  opinions  from  such  a  source?  These  two  gentlemen  are 
entitled  to  speak,  having  performed  the  operation  over  one  hun- 
dred times  each.     But  to  return  : 
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"  Prof.  Miitter  adopted  the  ideas  upon  ovariotomy  of  Mr. 
Liston,  whose  volume  on  Operative  Surgery  he  edited  ;  and, 
like  his  original,  he  'set  his  face  against  the  operation,  and 
thought  he  always  should.'  His  objections  were  some  of  the 
a  priori  considerations  I  have  already  quoted.  Dr.  J.  Matthews 
Duncan,1  a  physician,  admits  that  cases  justifying  the  operation 
may  possibly  occur ;  but  asserts  that  there  is  no  class  of  cases 
for  which  it  is  a  scientific  therapeutic  measure.  I  shall  expect 
to  define  that  precise  class  of  cases  farther  on.  He  refers  '  all 
such  difficult  and  complicated  practical  questions  as  this  to  the 
arbitrament  of  professional  opinion,  as  the  ultimate  resort ; ' 
and  adds  that  '  this  opinion  is,  generally  speaking,  decidedly 
against  the  propriety  of  ovariotomy.' 

"But  how  does  professional  opinion  always  decide  every 
new  question  at  first  %  In  the  negative,  of  course,  as  is  shown 
by  the  history  of  every  improvement  in  our  art.  The  profes- 
sion are  not  at  once  competent  to  decide  affirmatively,  and 
must  therefore  decide  negatively,  if  at  all.  The  burden  of 
proof  lies  on  the  innovator,  not  on  the  profession ;  and,  until 
that  proof  is  given,  they  are  silently  indifferent,  or  inactively 
opposed  to  the  innovation.  So  much  for  the  value  of  the  arbit- 
rament of  professional  opinion  in  '  such  difficult  questions  as 
this.'  But,  in  all  such  instances,  some  few  individuals  will  exert 
themselves  as  active  opponents  of  the  novelty.  These  are  the 
champions  of  the  negative  proposition,  and  it  is  interesting  to 
see  them  always  going  over  the  same  ground.  They  first  at- 
tempt to  prove  that  the  thing  proposed  is  impracticable  ;  driven 
from  this  proposition,  they  next  try  to  show,  by  garbled  quota- 
tions from  Hippocrates  and  Galen,  that  it  was  done  more  than 
two  thousand  years  ago ;  and,  when  the  profession  are  at  last 
obliged  to  admit  the  merits  of  the  new  procedure,  they  make  a 
last  effort  to  demonstrate  that  it  is  of  no  account  after  all.  It 
is  therefore  no  proof  that  an  operation  is  not  justifiable,  that 
the  opinion  of  the  profession  is  at  first,  '  generally  speaking, 
decidedly  opposed  to  it.'  And  if  it  be  opposed  to  ovariotomy 
up  to  the  present  time,  I  hope  that  opinion  may  be  modified 
by  the  facts  hereinafter  adduced. 

"Dr.  Robert  Lee  is  merely  an  obstetrician,  but  not  an 

1  The  Lancet,  May,  1857,  p.  519. 
17 
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obstetric  surgeon,  and  therefore  lias  no  special  claim  to  be  heard 
on  this  question.  He,  however,  denounces  the  published  statis- 
tics of  ovariotomy  as  worthless,  since  all  the  cases  have  not  been 
reported ;  he  himself  having,  after  long  research,  found  thirteen 
unsuccessful  cases  which  have  never  been  reported.  As  an 
offset  to  this  idea,  I  would  remark  that  I  have  found  over  fifty 
successful  cases  which  have  never  been  reported.1  Dr.  Lee 
thinks  it  '  unphilosophical  to  set  aside  the  experience  of  the 
world  during  a  long  course  of  years,  and  now  to  substitute  in 
its  place  the  experience  and  the  marvellous  success  of  a  few 
practitioners  during  the  last  two  years.'  But  it  occurs  to  us 
that  the  experience  of  the  world  has  not  been  very  extensive  in 
ovariotomy  during  a  very  long  course  of  years ;  while  the  im- 
provements of  the  last  two  years,  before  Dr.  Lee  expressed  this 
opinion,  were  of  the  greatest  importance.  He  doubts  if  human 
life  has  been  prolonged  by  the  operation,  when  we  come  to 
offset  those  who  have  been  killed  by  it  against  those  with  whom 
it  has  succeeded.  Still,  he  concludes  by  admitting  that  ovari- 
otomy may  sometimes  be  desirable,  though  it  is  unjustifiable 
when  the  life  of  the  patient  is  not  in  immediate  danger,  and 
when  there  is  not  a  great  probability  that  the  life  of  the  patient 
will  be  saved  by  the  removal  of  the  disease."  The  precise  modi- 
fications this  last  proposition  should  receive  will  be  made  under 
the  next  head.  I  only  add  here,  as  indicative  of  the  animus 
of  Dr.  Lee  in  connection  with  this  subject,  that,  though  repeat- 
edly invited  to  witness  the  operation  of  ovariotomy,  and  having 
often  appointed  to  do  so,  he  would  always  fail,  till  the  17th  of 
November,  1862 — a  day  thus  rendered  memorable  in  the  his- 
tory of  ovariotomy — when  he  actually  witnessed  an  operation 
by  T.  Spencer  Wells.  This  operation  was  successful,  but  it 
produced,  it  would  seem,  a  very  peculiar  effect  upon  Dr.  Lee.' 
Instead  of  watching  its  steps  with  interest,  and  discussing  in 
his  own  mind  the  chances  for  a  successful  issue,  as  we  would 
suppose  so  laborious  a  searcher  for  truth  in  connection  with 
this  subject  would  have  done,  he  says,  in  speaking  afterward 
of  the  occasion  before  a  learned  society :  '  I  thought  of  Judas 

1  Thirteen  cases  by  Dr.  Kimball,  of  Lowell,  and  forty  by  Dr.  W.  L.  Atlee,  of 
Philadelphia. 

•2  The  Lancet,  May,  1863,  p.  339. 
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Iscariot,'  and  then  approvingly  quoted  the  coarse  expression 
of  Liston,  who  used  to  call  ovariotomists  '  belly -rippers,  with  a 
B  before  and  a  B  behind.' 1 

"  In  closing  my  remarks  on  the  value  of  mere  authority  in 
deciding  a  practical  question,  I  wish  to  record  my  protest  against 
borrowing  our  medical  and  surgical  opinions  from  any  foreign 
source.  We  should  be  thankful  for  facts  from  any  and  every 
source  ;  but  I  trust  we  are  capable  of  forming  our  own  opinions 
upon  the  facts.  To  go  to  France,  where  ovariotomy  is  almost 
never  performed,  or  to  Germany,  where  seventy-four,  out  of  one 
hundred  operated  on,  die,  to  inquire  if  it  be  right  for  us  in 
America  to  operate,  is  absurd.  In  this  case  it  is  we  who  have 
the  facts."  2 

II.  The  second  inquiry  was  answered  in  part  by  referring 
to  the  conclusions  of  the  preceding  paper  (p.  253,  254).  The 
indications  and  counter-indications,  the  method  of  operating, 
and  the  after-treatment,  as  there  stated,  will  be  given  in  a  future 
section  of  this  work. 

In  January,  1865, 1  published  the  statistics 3  of  one  hundred 
and  fifty  cases  of  ovariotomy,  in  continuation  of  those  by  Mr. 
J.  Clay,  of  Birmingham,  and  comprising  all  the  reported  cases 
for  the  years  1861-64:  inclusive.  I  showed,  from  the  analysis 
of  the  cases,  the  circumstances  which  mainly  determined  the 
result  of  ovariotomy,  under  the  four  following  heads  : 

1.  The  condition  of  the  patient  when  operated  upon. 

2.  The  manner  of  performing  the  operation. 

3.  The  after-symptoms. 

4.  The  after-treatment. 

1.  Under  the  first  head  were  included  :  The  age  of  the  pa- 
tient ;  the  married  or  unmarried  state ;  the  general  health  ; 
the  kind,  size,  and  duration  of  the  tumor  ;  the  existence  or  not 
of  adhesions,  and  of  ascites ;  and  the  number  of  times  tapped. 

2.  Secondly,  the  manner  in  which  the  pedicle  was  managed, 
and  the  question  whether  the  peritoneal  cavity  was  sponged  out 
before  the  incision  was  closed,  were  considered.  Recent  facts 
led  to  the  conclusion  that  the  treatment  by  ligature  cut  short, 

1  The  Lancet,  February,  1863,  p.  139. 

2  Peaslee,  "  Monograph  on  Ovariotomy,"  p.  46. 

3  American  Journal  of  Medical  Sciences,  January,  1865,  p.  100. 
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and  the  pedicle  left  in  the  peritoneal  cavity  as  first  practised  by 
Dr.  Nathan  Smith,  will  prove  to  be  the  best  method. 

The  conclusions  stated  under  the  other  heads  (3  and  4)  will 
be  specified  farther  on.  It  was  found  that  the  custom  of  giving 
powerful  doses  of  opiates  after  the  operation  had  somewhat  de- 
clined in  the  last  half  of  the  quadrennial  period ;  and  my  con- 
clusion was  that  just  opiates  enough  to  allay  pain,  as  it  may 
arise,  and  to  secure  sleep,  should  be  given,  and  no  more. 

In  May,  1867,  I  read  a  paper  before  the  New  York  Medical 
Journal  Association,  on  "  Ovariotomy — when  and  how  to  oper- 
ate, and  its  After-Treatment,"  from  which  I  make  the  following 
extracts :  1 

"  A  point,  then,  in  connection  with  ovariotomy,  of  much 
interest,  is,  that  the  operation  is  followed,  in  a  very  few  days, 
either  by  death,  or,  on  the  other  hand,  by  life  and  health  of  in- 
definite duration.  If  successful,  it  is  to  the  woman  a  resurrec- 
tion. A  patient  remarked  to  me,  '  she  felt  as  though  she  had 
commenced  an  entirely  new  life.'  The  results  suggest  the  ex- 
pression of  the  poet : 

1  Aut  cita  mors,  aut  victoria  laeta.' 

"  If  performed  in  a  case  which  is  uncomplicated,  this  is  one 
of  the  most  simple  of  surgical  operations.  On  the  other  hand, 
if  complicated  in  a  high  degree,  it  is  the  most  difficult  and  the 
most  formidable  operation  the  surgeon  ever  attempts.  And 
not  even  the  most  experienced  operator  can  certainly  determine 
beforehand  whether  he  has  a  simple  or  a  complicated  case. 
Where  he  had  expected  no  difficulty  at  all,  he  may  find  a  con- 
dition of  things  that  will  require  all  his  coolness,  deliberation, 
and  caution,  to  enable  him  to  get  through  without  leaving  his 
patient  dead  upon  the  table.  I  can  say  that  ovariotomy  some- 
times demands  more  of  all  these  qualities,  and  more  care  and 
judgment  in  the  subsequent  treatment,  than  any  other  I  have 
ever  attempted ;  though,  during  seventeen  years  of  my  profes- 
sional life,  I  frequently  performed  all  the  capital  operations. 
This  peculiarity  has  not,  however,  been  sufficiently  recognized. 

"  Encouraged  by  the  facility  of  operation,  and  the  frequent 
successes  of  the  most  favorable  cases,  many  a  physician  has  at- 

1  Medical  and  Surgical  Reporter,  Philadelphia,  June  29,  1867,  pp.  533-536. 
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tempted  ovariotomy  who  would  never  think  of  attempting  any- 
other  surgical  procedure,  not  even  the  amputation  of  a  finger. 
The  results  have  been,  as  might  be  anticipated :  the  first  case  of 
real  difficulty,  or  perhaps  the  second,  terminating  alike  the 
operator's  zeal  and  his  success.  It  is,  however,  the  fact  that  a 
simple  case,  operated  on  at  the  most  favorable  time,  will  proba- 
bly recover  in  spite  of  a  large  amount  of  operative  bungling. 

"  The  first  question  I  will  consider  is,  At  what  period  of  the 
development  of  the  disease  shall  the  operation  be  performed  \ 
The  question  lies,  of  course,  between  performing  the  operation 
early,  while  the  patient  is  still  in  robust  health,  and  deferring 
it  until  she  begins  to  be  somewhat  reduced  by  the  disease ;  no 
one  would  defer  till  she  is  just  about  to  die  in  consequence 
of  it.  The  reason,  in  general,  for  the  first  proposition  is,  that 
the  patient  endures  a  severe  operation  better  if  it  is  performed 
when  she  is  in  full  health ;  a  statement  which  I  have  not  found 
to  be  substantiated  by  statistics — as  shown  in  the  paper  to 
which  I  have  alluded.1  I  cannot  here  specify  all  my  reasons 
for  deferring  the  operation  till  the  general  health  begins  to 
fail,  but  the  following  are  some  of  them  : 

"  In  the  first  place,  if  the  operation  is  performed  upon  a  pa- 
tient in  full  health,  she  is,  other  things  being  equal,  more  liable 
to  peritonitis  after  it ;  and  peritonitis  destroys  about  one-fourth 
of  all  who  die  from  the  effects  of  the  operation.  Mr.  T.  S. 
Wells  formerly  operated  on  patients  in  full  health,  and,  when 
symptoms  of  peritonitis  appeared,  bled  them,  and  in  that  way 
sometimes  saved  them.  And  certainly  this  is  very  judicious 
practice,  if  the  operation  is  performed  thus  early ;  but  I  think  it 
would  be  better  to  diminish  the  risk  of  peritonitis,  by  some  de- 
lay. Besides,  if  the  patient  is  in  good  health,  she  is  certainly  in 
no  immediate  danger ;  and  we  may  make  sure  of  adding  a  cer- 
tain amount  of  time  to  the  patient's  life  by  the  delay.  And 
we  may  often  wait  six  months  or  a  year,  and  find  her  still  in 
as  good  health  as  to-day. 

"Again,  if  we  wait,  further  opportunity  is  given  to  perfect 
the  diagnosis ;  and  every  one  knows  how  difficult  this  is  in 
some  cases.     Even  Mr.  Wells,  whom  I  saw  perform  his  one 

1  "  Statistics  of  One  Hundred  and  Fifty  Cases  of  Ovariotomy."    By  E.  R.  Peaslee, 
M.  D.,  American  Journal  of  Medical  Sciences,  January,  I860,  p.  100. 
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hundred  and  seventy-fourth  and  one  hundred  and  seventy-fifth 
operations  in  July  last  (1866),  and  who  has  now  operated  over 
two  hundred  times,  still  pronounces  his  diagnosis  with  caution. 
But  he  waits  and  reexamines  the  case  until  he  feels  very  posi- 
tive ;  and  he  has  very  seldom  had  to  record  a  mistake.  If  we 
wait  till  the  patient's  abdomen  is  largely  distended,  it  may 
become  necessary  to  tap  her,  though  still  in  pretty  good  health ; 
and  this  operation  may  at  once  clear  up  all  doubt,  if  any  before 
existed,  whether  the  case  be  one  of  ovarian  tumor.  If  the 
tumor  be  one  which  can  be  very  much  diminished  by  tapping, 
i.  e.,  if  there  be  one  or  more  large  cysts,  I  not  very  seldom  tap 
before  deciding  as  to  the  operation  of  ovariotomy.  Many  of 
the  tumors  rising  in  the  pelvis,  and  at  first  thought  to  be  ova- 
rian, are  cysts  of  the  broad  ligament,  and  are  cured  by  a  single 
tapping.  I  have  had  two  such  cases,  and  consider  this  a  very 
important  point. 

"  A  patient,  the  wife  of  a  professor  in  one  of  our  "Western 
colleges,  called  on  me  some  years  since,  who  had  seen  three  or 
four  of  the  most  distinguished  surgeons  and  physicians  in  this 
city,  all  of  whom  had  pronounced  her  case  one  of  ovarian  tu- 
mor. I  examined  her  thoroughly,  and  had  not  the  least  doubt 
that  it  was  such.  She  went  to  a  distinguished  surgeon  in 
Massachusetts,  who  had  no  doubt  as  to  its  nature,  and  offered 
to  remove  it  immediately  if  she  wished.  I  declined  to  inter- 
fere till  tapping  should  be  required ;  after  which  it  would  be 
time  to  decide  respecting  ovariotomy.  A  year  afterward,  the  tu- 
mor began  to  interfere  with  respiration  and  digestion,  and  I  con- 
sidered that  the  time  for  tapping  had  come.  I  tapped  her,  and 
found  the  cyst  to  be  one  of  the  broad  ligament,  and  no  further 
operation  was  required.  The  uterus,  prolapsed  by  the  pressure 
of  the  fluid,  soon  regained  its  normal  position,  under  appro- 
priate treatment ;  she  gave  birth  to  a  child  about  seventeen 
months  afterward,  and  has  now  enjoyed  perfect  health  for  the 
last  five  years.  The  fluid  contained  in  these  cysts  is  as  trans- 
parent as  water,  and  contains  no  albumen  (certainly  in  most 
cases),  and  has  great  refractive  power.  It  is  entirely  different 
from  the  ovarian  fluid ;  especially  in  the  fact  of  the  absence  of 
albumen. 

"Another  reason  for  waiting  is,  that  the  success  of  the  op- 
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eration  is  greater,  other  things  being  equal,  if  the  tumor  is 
large ;  I  would  not  be  willing  to  remove  an  ovarian  tumor  that 
was  only  of  the  size  of  a  foetal  head,  in  a  person  of  ordinary 
health,  for  the  following  reasons  : 

"  1.  If  the  tumor  is  large,  by  its  constant  pressure  upon 
the  peritonaeum,  the  latter  is  rendered  more  insensible  to  irri- 
tation and  consequent  inflammation. 

"  2.  Another  reason  for  not  operating  when  the  tumor  is 
small  is  that,  if,  after  the  incision  is  closed  up,  the  patient 
should  vomit  or  cough,  there  may  be  trouble  from  straining 
the  muscles,  or  even  from  a  hernial  protrusion  through  the 
wound.  The  latter  occurred  in  one  instance  where  I  removed 
a  fibrous  tumor  of  the  uterus,  and  the  patient  died  in  conse- 
quence. She  had  a  severe  cough  at  the  time  of  the  operation, 
which  she  had  concealed  from  me  by  taking  opium,  knowing 
that  I  would  not  operate  if  I  discovered  it.  Three  or  four 
hours  after  the  operation  she  began  to  cough  violently.  This 
I  could  not  now  control,  and  the  consequence  was,  a  hernial 
protrusion  between  the  sutures,  although  they  were  but  half  an 
inch  apart.  As  I  was  sixty  miles  from  the  patient  when  the 
hernia  occurred,  the  bowel  mortified  before  I  could  reach  her 
to  reduce  it,  and  she  died  six  days  after  the  operation. 

"  As  an  argument  against  the  assertion  that  a  person  in  full 
health  bears  this  operation,  or  any  severe  operation,  better  than 
when  somewhat  reduced  in  health,  consider  the  following  fact : 
If  we  divide  the  amputations  of  the  lower  extremity  into  two 
classes  :  first,  operations  performed  upon  persons  in  full  health, 
as  for  elephantiasis,  or  in  consequence  of  accidents,  etc.,  called 
amputations  of  expediency  (or  of  necessity) ;  and,  second,  op- 
erations performed  upon  patients  somewhat  exhausted  by  dis- 
ease, called  pathological  amputations,  as  those  for  disease  of  the 
joints,  etc.,  it  has  been  found  that,  while,  of  the  patients  of  the 
first  class  (amputations  upon  persons  in  full  health),  42  per  cent, 
die,  in  amputations  of  the  second  class,  only  14  per  cent,  are 
fatal.  An  operation  upon  an  ovarian  tumor,  while  the  patient 
is  in  full  health,  is  literally  as  well  as  logically  an  operation  of 
expediency ;  and  here,  as  with  amputations,  the  best  time  for 
operating  is  when  the  health  of  the  patient  is  somewhat  re- 
duced. 
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"  I  have  now  under  my  observation  some  ten  cases,  some 
of  which  I  have  kept  waiting  a  year  or  more ;  while  others, 
who,  determined  to  have  the  operation  performed,  have  found 
those  willing  to  operate,  have  succumbed.  I  have  not  yet  had 
to  regret  deferring  the  operation  as  I  have  explained. 

"  In  regard  to  the  operation  of  ovariotomy  itself,  I  can  here 
only  consider  the  incision,  and  the  manner  of  treatment  of  the 
pedicle  of  the  tumor  removed.  In  regard  to  the  incision,  the 
rule  is,  that  it  at  first  should  not  be  more  than  one  or  two 
inches  long,  through  the  peritonaeum,  but  somewhat  longer,  of 
course,  through  the  skin,  etc.,  than  internally.  Next  I  pass  a 
steel  bougie  into  the  peritoneal  cavity,  and  around  the  tumor 
if  possible,  to  ascertain  if  there  are  any  adhesions.  Afterward 
the  incision  is  to  be  enlarged,  or  not,  as  may  be  required,  the 
rule  being  to  leave  it  as  short  as  will  answer  the  purpose.  It 
should,  however,  always  be  regarded  as  merely  explorative  un- 
til the  operator  has  decided  that  the  tumor  is  to  be  removed. 
If  he  finds  that  there  are  extensive  adhesions,  and  especially  if 
to  the  alimentary  canal,  uterus,  or  bladder,  it  is  very  much  bet- 
ter to  make  a  long  incision  at  once,  so  that  the  adhesions  can 
be  seen  before  they  are  torn  across ;  else  they  may  be  torn  from 
the  intestine,  bladder,  or  uterus,  instead  of  from  the  tumor,  and 
troublesome  haemorrhage  may  occur  into  the  cavity  of  the  peri- 
tonaeum. 

"  The  tumor  having  been  taken  away,  how  shall  we  treat 
the  pedicle  %  If  the  pedicle  were  in  no  danger  of  bleeding  after 
its  division,  all  operators  would  agree  that  it  should  be  returned 
into  its  natural  position,  and  the  wound  be  closed  up.  But  the 
only  thing  that  we  can  rely  upon,  to  prevent  haemorrhage  from 
the  pedicle  with  the  greatest  possible  certainty,  is  a  ligature 
tied  in  a  knot.  If  we  have  tied  it  tight  enough  to  stop  the  cir- 
culation there,  even  for  a  few  minutes,  we  may  feel  very  sure  it 
will  serve  us,  unless  it  subsequently  slips  off.  I  shall  consider 
other  methods  farther  on. 

"  But,  if  the  ligature  is  used,  then  the  question  arises,  wheth- 
er it  should  be  cut  off  short,  or  left  hanging  out  of  the  wound. 
The  objection  of  Mr.  Wells  to  the  ligature  is,  that  it  always 
produces  a  sloughing  of  the  stump  of  the  pedicle  (the  ligature 
being  doubled  and  carried  through  the  middle  of  it,  one-half  is 
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enclosed  on  each  side).  '  If  it  is  cut  short,  the  result  will  inev- 
itably be,'  he  thinks,  '  that  the  ligature  and  the  stump  of  the 
pedicle  will  slough  off,  and  remain  in  the  abdominal  cavity.' 
But,  if  the  ligature  is  not  cut  short,  of  course  it  will  be  all  the 
same  so  far  as  the  slough  is  concerned. 

"  Mr.  Wells  has  even  suggested  the  idea  that,  on  the  whole, 
it  would  be  better  to  leave  the  ligatures  coming  out  of  the  low- 
er end  of  the  wound  ;  since,  inasmuch  as  there  must  be  a  slough, 
the  dead,  putrefying  matter  thus  formed  in  the  abdominal  cavi- 
ty in  this  way  finds  a  conduit,  which  by  capillary  attraction  will 
drain  it  off.  Dr.  Routh,  who  also  takes  the  same  view,  made 
some  experiments  upon  the  lower  animals,  and  found  that  dead 
meat,  even  if  fresh,  in  the  abdominal  cavity,  produced  a  low, 
putrid  fever,  of  which  they  died.  It  is,  however,  a  fact  that  as 
large  a  proportion  of  the  women  treated  in  this  way,  by  liga- 
ture, have  recovered,  as  of  those  treated  by  other  methods ;  and 
it  is  also  true  that  most  of  them  had  no  symptoms  of  low  fever. 
Kone  of  my  patients  have  had  any  such  symptoms,  except  as 
evidently  produced  by  other  causes,  and  I  have  always  used  the 
ligature. 

"  And  the  very  fact,  that  patients  do  recover  thus  without 
fever,  shows  that  no  absorption  of  putrid  matter  has  taken  place, 
and  therefore  that  none  such  has  been  formed.  This  was  the 
conclusion  I  arrived  at  three  years  ago,  when  I  read  the  paper 
to  which  I  have  referred.  I  have  since  had  opportunity  of  ex- 
amining two  of  my  own  cases  that  terminated  fatally,  in  which 
I  applied  the  ligature,  and  cut  it  short.  They  both  died  seven- 
teen days  after  the  operation.  I  have  also  examined  another  case 
lost  by  another  operator,  after  similar  treatment  of  the  pedicle. 
In  none  of  these  cases  did  any  slough  occur.  In  one  instance, 
the  ligature  had  actually  cut  off  the  portion  which  was  included 
in  it.  In  another,  it  had  cut  it  to  that  extent  that  there  was 
left  only  enough  to  half-fill  the  loop ;  and,  in  a  third,  the  liga- 
ture was  so  entirely  covered  up  that  I  could  with  difficulty  find 
it.  But,  in  every  case,  there  had  been  an  exudation  of  plasma 
over  the  stump  and  ligatures,  which  had  nourished  the  part 
which  was  beyond  the  ligature,  and  attached  it  to  the  living 
tissue  in  its  neighborhood.  I  state,  therefore,  without  any  hesi- 
tation, that  I  consider  the  point  demonstrated,  that  there  is  no 
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slough  of  the  pedicle  when  we  put  a  ligature  around  it,  as  I 
have  explained.  And,  if  there  is  no  slough,  what  is  the  use  of 
leaving  one  end  of  it  hanging  out  of  the  wound  %  It  seems  to 
me,  at  the  present  time,  therefore,  that  the  best  way  to  treat 
the  pedicle  is,  to  apply  the  ligature,  cut  it  short,  and  close  up 
the  whole  incision.  Still,  Mr.  Wells  has  most  frequently  used 
the  clamp,  though  he  recently  stated  that  he  is  not  yet  decided 
which  is  the  best  way  to  treat  the  pedicle.  I  cannot  here  speak 
of  the  relative  merits  of  the  clamp,  nor  can  I  recommend  the 
ecraseur,  though  it  has  several  times  succeeded. 

"  The  actual  cautery  has  been  applied  to  the  pedicle  by  sev- 
eral operators,  but  most  frequently  by  Mr.  I.  Baker  Brown. 
Nearly  a  year  since,  I  saw  him  perform  his  hundred  and  first 
and  hundred  and  second  operation  of  ovariotomy,  and  the  thir- 
ty-second and  thirty-third  in  which  he  had  applied  the  actual 
cautery  to  the  pedicle.  In  one  of  the  two  cases,  the  bleeding 
was  not  arrested  by  the  hot  iron,  and  he  then  applied  the  liga- 
ture in  the  common  way,  and  cut  it  short.  The  same  had  been 
done  in  several  previous  cases  ;  and,  of  course,  all  these  should 
have  been  reported  as  cases  of  treatment  with  the  ligature,  and 
not  with  the  actual  cautery. 

"  Finally,  it  may,  in  time,  be  demonstrated  that  the  ligature 
is  preferable  in  one  class  of  cases,  the  clamp  in  another,  and  the 
actual  cautery  in  a  third.  Meanwhile,  I  hold  that,  up  to  the 
present  time,  the  ligature,  as  an  exclusive  method,  is  to  be  pre- 
ferred." 

Dr.  G.  Kimball,  of  Lowell,  Mass.,  published  "  Observations 
on  Ovariotomy  in  Europe,"  in  the  Boston  Medical  and  /Surgical 
Journal,  for  December  26, 1867,  and  January  2, 1868.  In  Jan- 
uary, 1868,  Dr..  H.  R.  Storer,  of  Boston,  published  an  article  in 
the  American  Journal  of  Medical  Sciences,  entitled  "  Pocketing 
the  Pedicle,"  in  which  he  advocated  detaching  the  Fallopian 
tube  from  the  cyst,  and  leaving  it  in  the  pelvis.  In  June,  1868, 
Dr.  A.  Dunlap  read  a  valuable  paper  on  ovariotomy,  before  the 
Ohio  State  Medical  Society ;  published  in  a  pamphlet  of  22  pages. 

In  June,  1870,  I  published  a  paper  in  the  New  York  Medi- 
cal Gazette,  on  the  history  of  ovariotomy,  and  the  life  and  la- 
bors of  Dr.  Ephraim  McDowell.    This  paper  sets  forth  the  facts 
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establishing  his  claim  to  priority  as  an  ovariotomist,  and  which 
have  been  appropriated  in  a  preceding  part  of  this  chapter.  In 
the  same  year  (1870)  I  also  published  in  the  American  Journal 
of  Obstetrics  (vol.  iii.,  No.  2,  p.  300)  an  article  "  On  Injections 
into  the  Peritoneal  Cavity  after  Ovariotomy." 

Much  valuable  information  respecting  the  pathological  anat- 
omy and  the  diagnosis  of  ovarian  tumors,  and  the  method  of 
operating,  is  contained  in  the  very  numerous  reports  of  cases 
which  I  have  mentioned,  but  the  limits  of  this  part  of  the  pres- 
ent work  do  not  allow  more  than  the  previous  specification  of 
the  publications  containing  them.1 

SECTION  III. 

OVARIOTOMY   IN   GREAT   BRITAIN. 

From  1786,  when  John  Hunter  published  the  opinion  I  have 
already  quoted  (p.  235),  that  hydatid  ovarian  cysts  may  be 
extirpated  when  they  first  begin  to  grow,  I  do  not  find  the 
extirpation  of  ovarian  tumors  considered  by  any  writer  in  Great 
Britain  till  the  year  1821.2  Dr.  McDowell's  report  of  his 
first  three  cases,  intended  for  Mr.  Bell,  had  slumbered  in  Mr. 
Lizars's  possession  for  more  than  seven  years,  and  was  now  to 
see  the  light.  "While  I  do  not  explain  the  former  fact,  Mr. 
Lizars  had  himself  now  to  publish  a  case  of  attempted  ovari- 
otomy, and  Dr.  McDowell's  report  was  appended.  Just  two 
years  previously,  Dr.  Nathan  Smith  had  published  his  case  in 
the  same  journal,3  as  has  already  been  stated.  The  main  points 
in  Mr.  Lizars's  case  were  the  following  : 4 

"  The  patient  had  been  believed,  by  Mr.  Lizars  and  '  all 
the  other  eminent  surgeons  who  had  seen  the  case,'  to  have 
had  an  ovarian  cyst.  She  had  been  tapped,  though  it  is  not 
stated  whether  any  fluid  was  obtained.  Making  an  incision 
'  parallel  with  and  to  the  left  side  of  the  linea  alba  about  two 

1  My  own  first  six  cases — all  of  them  successful — are  reported  in  the  American 
Journal  of  the  Medical  Sciences,  for  April,  1851,  October,  1853,  January,  1856,  April, 
1863,  July,  1864,  and  January,  1868. 

2  Dutoit  states  (p.  5)  that  Dr.  Bower,  of  Bosworth,  a  friend  of  Dr.  Erasmu 
Darwin,  conceived  the  idea  of  ovariotomy,  the  first  year  of  this  century. 

3  Edinhurgli  Medical  and  Surgical  Journal,  October,  1822,  p.  532. 

4  Ibid.,  October,  1824,  p.  247. 
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inches  from  the  ensiform  cartilage  to  the  crista  of  the  os  pubis,' 
he  found  no  tumor  at  all ;  that  both  ovaries  were  healthy  ;  and 
that  the  supposed  ovarian  tumor  was  merely  an  accumulation 
of  fat  under  the  skin  of  the  abdomen,  and  of  gas  in  the  intes- 
tines. In  such  circumstances,  Dr.  McDowell's  report  of  three 
cases  afforded  a  precedent  for  his  operation,  if  it  did  not  in- 
dorse his  diagnosis.  Mr.  Lizars  does  not  refer  to  the  case  of 
Dr.  Nathan  Smith,  reported  in  the  same  journal  two  years 
before,  except  so  far  as  to  remark  that  '  Dr.  Smith,  of  Connecti- 
cut, had  lately  performed  the  operation  successfully.'" 

Dr.  Johnson,  the  learned  and  truculent  editor  of  the  London 
Medical  and  Chirurgical  Review,  speaks  of  Dr.  McDowell's 
first  case,  as  published  by  Mr.  Lizars,  in  the  following  style  : ' 
"  Dr.  McDowell  visited  the  patient  at  the  end  of  five  days,  though 
she  had  come  to  his  own  residence  to  have  the  operation  per- 
formed !  He  found  her  engaged  in  making  her  bed  !  She  soon 
returned  to  her  native  place  quite  well.  Credat  Judceus,  non 
ego."  "The  second  case,"  he  says,  "is  little  less  extraordinary, 
if  not  incredible.  We  cannot  bring  ourselves  to  credit  the 
statement."  He  also  adds  in  the  next  number  of  his  journal,8 
in  allusion  to  certain  suggestions  respecting  ovariotomy  by  Dr. 
Blundell :  "In  despite  of  all  that  has  been  written  respecting 
this  cruel  operation,  we  entirely  disbelieve  that  it  has  ever  been 
performed  with  success — nor  do  we  think  it  ever  will." 

The  next  year,  1825,  Mr.  Lizars  attempted  ovariotomy  three 
times  in  three  successive  months,  February  27th,  March  22d, 
and  April  24th.  The  results,  however,  were  not  flattering. 
All  three  were  believed  to  be  cases  of  ovarian  tumor,  at  the 
time  of  the  operations  ;  but  two  of  the  tumors  were  not  removed, 
on  account  of  adhesions.  One  of  these  patients  died  of  perito- 
nitis in  fifty-six  hours,  and  the  other  recovered  from  the  opera- 
tion, to  die  twenty-five  years  afterward  of  an  attack  of  apoplexy. 
Mr.  Lizars  states,  respecting  this  last  case,  that,  on  opening  the 
peritoneal  cavity,  "  a  multiplicity  of  convoluted  vessels  pre- 
sented themselves,  of  various  magnitude,  from  the  thickness  of 
a  finger  to  that  of  a  crow's  quill.  .  .  .  On  minute  examination 
they  were  found  to  be  the  blood-vessels  of  the  omentum  majus, 

1  Medical  and  Chirurgical  Review,  January,  1825,  vol.  ii.,  N.  S.,  p.  216. 

2  April,  1825,  p.  408. 
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enormously  enlarged,  running  on  the  surface  and  into  the  sub 
stance  of  the  tumor,  which  appeared  an  enlarged  ovarium."  1 

The  autopsy  of  this  case  was  published  by  Dr.  Myrtle  in 
the  Monthly  Journal  of  Medical  Sciences,'1  who  states  that 
both  ovaries  were  found  healthy,  and  in  their  natural  position, 
and  the  tumor  was  attached  to  the  fundus  uteri  by  a  pedicle 
between  two  and  three  inches  long,  formed  by  a  fold  of  mem- 
brane. In  a  word,  it  was  a  subperitoneal  outgrowing  uterine 
fibroma.  Dr.  Simpson  was  present  at  the  autopsy,  and  verified 
this  fact.  This  was  Mr.  Lizars's  fourth  and  last  case  in  point  of 
time.  His  remaining  case  (second  in  order,  February,  1825) 
had  disease  of  both  ovaries.  One  ovary  was  removed,  the 
other  was  not  interfered  with,  and  the  patient  recovered. 

These  cases  were  published  by  Mr.  Lizars  in  1825,  in  a 
small  folio  with  colored  plates  ;  and  the  last  three  cases  were  also 
reported  in  the  Edinburgh  Medical  and  Surgical  Journal  for 
July,  1825,  vol.  xxiv.  The  editor  of  that  journal  remarks  of  Mr. 
Lizars's  first  case  that,  "  though  the  object  of  the  operation  was 
not  attained,  its  practicability  in  proper  cases  was  demonstrated, 
and  the  safety  of  laying  open  the  abdominal  cavity,  and  han- 
dling the  viscera  with  freedom,  made  manifest,  contrary  to  the 
doctrines  of  the  schools."  Certainly.  But  Dr.  McDowell  and 
Dr.  Nathan  Smith  had  already  four  times  demonstrated  this, 
and  in  a  more  satisfactory  manner,  in  this  same  journal. 

It  should  be  added  that  Mr.  Lizars,  in  all  his  four  cases 
(when  stated),  made  an  incision  from  near  the  sternum  to  the 
symphysis  pubis  at  the  left  of  the  median  line.  In  his  second 
case  (the  successful  one),  he  transfixed  the  pedicle  by  the  liga- 
ture after  passing  the  latter  around  the  pedicle ;  and,  in  the 
third  case  (died  of  peritonitis),  he  put  the  ligature  round  the 
pedicle,  and  secured  three  open-mouthed  vessels  of  the  latter. 
But  at  that  time  Dr.  Nathan  Smith  alone  had  made  use  of  the 
short  incision  ;  and  the  treatment  of  the  pedicle  is  a  topic  still 
under  discussion. 

Mr.  Liston  remarks  of  Mr.  Lizars's  first  case,  that  he  had 
himself  treated  this  patient  for  lumbar  abscess  with  disease  of 
the  spine.     She  recovered  from  the  former,  but  the  bones  had 

1  "  Observations  on  Extraction  of  Diseased  Ovaria,"  Edinburgh,  1825,  pp.  19,  20. 
s  Vol.  xii.,  p.  229,  1851. 
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grown  together,  and  her  stature  had  much  diminished.  She  was 
now  a  puffy,  podgy  little  woman,  with  an  exceedingly  promi- 
nent belly.  She  begged  Mr.  Liston  to  perform  the  operation,  but 
he  endeavored  to  persuade  her  not  to  submit  to  it.  Alluding 
to  Mr.  Lizars's  other  operations  in  private  practice,  he  adds,  as  if 
he  had  assumed  the  control  of  both  the  operator  and  the  opera- 
tion :  "  For  I  took  care  to  prevent  him  from  cutting  open  women's 
bellies  in  the  hospital  after  he  became  attached  to  it."  ' 

In  the  Medical  and  Chirurgical  Review  for  October,  1826,2 
Dr.  McDowell  having  then  published  two  additional  cases  of 
ovariotomy,  and  Dr.  Alban  G.  Smith  another,  as  we  have  seen, 
Dr.  Johnson  again  expresses  his  impressions  respecting  ovari- 
otomy as  follows : 

A  back  settlement  of  America — Kentucky — has  beaten  the  mother- 
country,  nay,  Europe  itself,  with  all  the  boasted  surgeons  thereof,  in  the 
fearful  and  formidable  operation  of  gastrotomy,  with  extraction  of  diseased 
ovaries.  In  the  second  volume  of  this  series,  page  216,  we  adverted  to  the 
cases  of  Dr.  McDowell,  of  Kentucky,  published  by  Mr.  Lizars,  of  Edin- 
burgh, and  expressed  ourselves  as  skeptical  respecting  their  authenticity. 
Dr.  Coates,3  however,  has  now  given  us  much  more  cause  for  wonder  at  the 
success  of  Dr.  McDowell ; '  for  it  appears  that,  out  of  five  cases  operated  on 
in  Kentucky  by  Dr.  McDowell,  four  recovered  after  the  operation,  and 
only  one  died.  There  were  circumstances  in  the  narratives  of  the  first 
three  cases  that  caused  misgivings  in  our  minds,  for  which  uncharitable- 
ness  we  ask  pardon  of  God,  and  Dr.  McDowell,  of  Danville. 

Dr.  Johnson  notices  the  fact  that  four  of  Dr.  McDowell's 
five  patients  were  negresses,  who  "  bear  cutting,  about  as  well 
as  dogs  and  rabbits,"  and  adds,  "  our  wonder  is  rather  lessened, 
as  is  our  hope  of  rivalling  Dr.  McDowell,  on  this  side  of  the 
Atlantic."  Finally,  he  remarks  :  "  We  must  confess  our  skep- 
ticism is  not  yet  removed." 

After  the.  experience  of  Mr.  Lizars,  ovariotomy  was  entirely 
discountenanced  in  Scotland,  and  was  not  repeated  for  twenty 
years  ;  and  then  (in  1845)  by  Dr.  Handy  side,  of  Edinburgh. 
For  thirty-seven  years,  or  up  to  1862,  it  had  been  very  seldom 
attempted  in  that  country  ;  and  had  succeeded  only  in  a  single 
instance.4     In  Ireland,  also,  it  had  been  performed  but  three 

1  The  Lancet,  February  8,  1845.  s  Vol.  v.,  N.  S.,  p.  620. 

3  North  American  Medical  and  Surgical  Journal,  vol.  i.,  p.  30,  January,  1826. 
Dr.  H.  B.  Coates  was  one  of  the  editors  of  this  journal. 

4  The  Lancet,  January,  1863,  p.  70. 
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times  up  to  April,  1862 ;  and  always  with  a  fatal  result.1  Dr. 
Granville,  of  London,  twice  attempted  ovariotomy,  in  1826  and 
1827.  The  last  of  these  two  cases  proved  to  be  a  uterine  tumor, 
and  the  other  was  abandoned  on  account  of  adhesions.2 

In  England  no  attempt  at  ovariotomy  had  ever  been  made, 
except  these  two  failures  of  Dr.  Granville,  till  May,  1836,  when 
it  was  successfully  performed  by  Mr.  William  Jeaffreson,  of 
Framlingham,  for  the  first  time  in  that  country.  The  main 
particulars  of  this  case  will  be  given  farther  on.  "We  have  seen 
that  in  the  United  States  it  had  now  succeeded  eleven  times. 
In  this  year  two  other  successful  operations  were  performed  by 
Mr.  King  and  Mr.  West.  In  1838  there  was  one  successful 
operation  by  Mr.  Crisp ;  and  in  1839  another  by  Mr.  West, 
who  also  had  one  failure  this  year — this  last  being  the  first 
attempt  at  ovariotomy  in  a  London  Hospital. 

In  September,  1840,  ovariotomy  wras  first  completed  in  a 
London  Hospital,  by  Mr.  Benjamin  Phillips,  but  the  patient 
died.3  The  first  successful  operation  in  a  London  Hospital  did 
not  occur  till  1846 — Mr.  Csesar  Hawkins  being  the  operator ; 
and  there  was  not  another  successful  hospital  case  for  twelve 
years,  or  till  1858.4  No  case  occurred  in  1811.  Up  to  1842 
the  operation  had  never  succeeded  in  London,  though  in  the 
provinces  there  had  been  ten  successful  cases. 

Dr.  Charles  Clay,  of  Manchester,  commenced  his  career  as 
an  ovariotomist  September  12,  1842 ;  and  saved  three  out  of 
four  patients  this  year.  He  soon  became  the  most  distinguished 
ovariotomist  living.  On  November  6th  of  this  year,  Mr.  D. 
H.  Walne  had  the  first  successful  case  of  ovariotomy  in  Lon- 
don ;  the  large  incision  also  being  then  made  for  the  first  time 
in  the  metropolis. 

In  1843  (August  1st),  C.  Aston  Key  removed  both  ovaries, 
the  last  accidentally  ;  the  second  alleged  case  of  double  ovari- 
otomy.6    The  patient  died  on  the  fourth  day.     Mr.  Bransby 

1  American  Journal  of  Medical  Sciences,  January,  1863,  p.  239. 

2  London  Medical  Gazette,  February  3,  1843,  p.  672. 

3  Reported  in  the  London  Medical  Gazette,  October  9,  1840,  p.  83. 

4  T.  Spencer  Wells.     "  History  and  Progress  of  Ovariotomy  in  Great  Britain." 
"  Medico-Chirurg.  Trans.,"  vol.  xlvi.,  1863. 

6  "  Guy's  Hospital  Reports,"  October,  1843,  p.  477. 
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Cooper  also  operated  this  year,  unsuccessful] y.  Mr.  "Walne  had 
two  successful  cases.  Dr.  Frederick  Bird  had  two  successful 
cases,  and  Mr.  S.  Lane  one.  The  last  two  commenced  as 
ovariotomists  in  January  and  in  November  of  this  year.  There 
were,  in  all,  seven  successful  and  seven,  unsuccessful  cases  in 
1843.  During  the  next  three  years  (1844-1846)  there  were 
thirty -five  operations  in  England,  and  twenty-four  were  suc- 
cessful ;  two  successes  and  two  failures  in  1847  ;  five  successes 
and  eight  failures  in  1848  ;  and  five  successes  in  1849. 

In  1844,  Dr.  S.  J.  Jeaffreson  remarked  that  Ci  if  not  the 
originators  of  the  operation,  British  surgeons  at  least  deserve 
the  merit  of  having  placed  it  upon  any  thing  like  a  sure  founda- 
tion." l  But  it  was  the  provincial  surgeons  alone  in  England, 
as  well  as  in  this  country,  who  had  done  any  thing,  up  to  this 
date,  to  place  ovariotomy  on  a  sure  basis ;  since  only  four  or 
five  operations  by  metropolitan  operators  had  been  successful, 
and  all  of  them  but  one  during  the  previous  year.  There  had 
now  been  fifteen  successful  cases  in  the  provinces,  and  but  six 
in  London.  Up  to  this  date,  twelve  successful  operations  had 
been  performed  in  this  country,  and  all  of  them  also  by  provin- 
cial surgeons.  Besides,  in  England  as  in  this  country,  several 
experienced  hospital  surgeons,  after  a  single  failure,  perhaps, 
by  themselves,  denounced  the  operation,  and  exerted  all  their 
influence  against  it. 

To  Dr.  Charles  Clay,  of  Manchester,  however,  more  than 
to  all  other  operators,  the  credit  belongs  of  having  placed  the 
operation  of  ovariotomy  on  a  sure  foundation.  Fehr  calls  him 
"  the  original  hero  "  of  this  operation.  He  had  performed  the 
operation  six  times,  and  three  times  successfully,  before  1844, 
and  up  to  1850  had  had  twenty-one  successes  out  of  thirty-three 
operations  ;  or  as  many  as  all  the  other  British  operators  to- 
gether had  then  achieved.  He  continued  to  maintain  his  pre- 
eminence, and  in  1866  had  operated  one  hundred  and  thirty- 
seven  times,  and  had  ninety-five  recoveries.  He  at  length 
overcame  in  a  great  degree  the  opposition  in  England  to  ova- 
riotomy, by  his  fairness  in  reporting  his  cases,  his  scholarship, 
and  especially  by  his  success. 

Dr.  Clay  was  graduated  at  the  University  of  Edinburgh, 

1  London  Medical  Gazette,  vol.  i.,  N.  S.,  p.  48,  October,  1844. 
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and  had  Mr.  Lizars  as  one  of  his  preceptors.  He  commenced 
practice  in  1822,  and  therefore  had  had  twenty  years  of  expe- 
rience as  a  surgeon  before  performing  his  first  ovariotomy,  a 
successful  case,  in  September,  1842.  In  his  report  of  that 
case  he  claims  to  have  performed  the  first  operation  of  ovari- 
otomy in  England,  by  the  long  incision,  which  distinction  is 
also  asserted  for  him  by  Mr.  Walne.1  Dr.  Simpson,  of  Edin- 
burgh, was  his  early  and  intimate  friend,  and  obtained  his  ideas 
of  ovariotomy,  which  he  so  eloquently  defended  in  1846,  from 
witnessing  many  of  Dr.  Clay's  earlier  operations,  and  some  of 
them  upon  his  own  patients.  The  term  ovariotomy  was  sug- 
gested by  Prof.  Simpson  to  Dr.  Clay,  as  we  have  already  seen. 

Dr.  Clay  has  contributed  about  one  hundred  papers  to  medi- 
cal journals,  commencing  in  the  London  Lancet  in  1839,  and 
in  the  Medical  Times  and  Gazette  in  1840.  He  was  also  edi- 
tor for  two  years  of  the  British  Record  of  Obstetrics,  Medicine, 
and  Surge?'!/.  He  has  published  several  professional  works, 
the  principal  being  his  "  Manual  of  Obstetric  Operative  Sur- 
gery," with  ninety  plates,  1870.  I  might  also  add  a  long  list 
of  non-professional  publications.  His  experience  in  midwifery 
counts  up  twelve  thousand  cases.  He  has  been  second  to  none 
in  his  country  in  the  knowledge  of  all  the  subjects  allied  to 
this  operation,  having  had  twenty-five  hundred  volumes  on 
obstetrics  alone  for  reference  in  his  own  library,  and  which  he 
has  donated  to  the  Manchester  Medical  Society  and  the  Lon- 
don Obstetrical  Society.  Though  now  over  seventy  years  of 
age,  he  still  wields  the  pen  or  the  scalpel,  as  circumstances  re- 
quire, and  has  never  confined  his  cutting  to  the  latter  only. 

Taking  a  retrospect  of  his  own  labors  in  connection  with 
ovariotomy,  in  March,  1863,  when  he  had  operated  one  hundred 
and  eight  times,  with  seventy  successes,  Dr.  Clay  thus  expressed 
himself:  "  I  believe  I  have  been  mainly  instrumental  in  bring- 
ing ovariotomy  before  the  public,  although  I  have  had  much 
to  contend  with,  and  have  often  been  grossly  misrepresented ; 
still,  in  spite  of  every  opposition,  I  have  lived  to  see  it  estab- 
lished (under  proper  circumstances)  as  a  legitimate  operation  in 
surgery,  and  practised  by  others  with  a  fair  share  of  success. 
Had  I  never  accomplished  any  other  great  object  in  my  profes- 

1  London  Medical  Gazette,  December  16,  1842. 
18 
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sional  career  than  this,  I  still  fancy  I  shall  not  have  lived  alto- 
gether in  vain,  but  have  contributed  something  to  the  benefit 
of  my  species.  To  all  who  have  the  slightest  idea  of  the  mag- 
nitude and  uncertainties  of  this  operation,  the  incessant  care 
and  constant  attention  required  subsequently  to  conduct  such 
cases  to  a  successful  issue — such  will  readily  admit  that  a  rate 
of  rather  more  than  seventy  per  cent,  of  recoveries  is  a  victory 
in  modern  surgical  art  worth  contending  for."  * 

Already,  therefore,  in  1847,  Mr.  Southam  remarked  that  a 
majority  of  those  in  England  who  made  the  diseases  of  women 
their  more  especial  study,  regarded  ovariotomy  as  perfectly  jus- 
tifiable.2 The  editor  of  the  Gazette,  however,  adds  that  he 
does  not  think  Mr.  Southam  is  justified  in  "  venturing  so  posi- 
tive an  assertion."  Mr.  Southam,  however,  spoke  for  the  coun- 
try alone,  and  not  for  the  metropolis.  But,  in  1850,  it  had  been 
generally  accepted  by  the  provincial  practitioners.  And,  up  to 
1 850,  ovariotomy  had  been  performed  in  Great  Britain  ninety- 
one  times,  and  fifty-eight  times,  successfully. 

To  resume  our  historical  sketch  :  two  successful  operations 
were  performed  in  England  in  1850  by  Mr.  Paget  and  Mr. 
Duffie.  The  latter  first  left  the  pedicle  outside  of  the  incision. 
I.  B.  Brown  operated  nine  times  from  1852  to  1856,  saving  but 
two  of  his  patients.  He  then  ceased  for  more  than  four  years. 
And  besides  these  cases  there  were  only  nine  successful  oper- 
ations in  England  in  the  seven  years  from  1850  to  1857.3 
During  these  seven  years  there  were  nineteen  failures.  Mr. 
Erichsen  commenced  in  1853.  In  1857  there  were  three  suc- 
cessful and  two  unsuccessful  cases.  Mr.  J.  Hutchinson's  first 
operation  was  in  September,  1858,  and  he  first  used  the  clamp 
in  the  treatment  of  the  pedicle.  The  whole  number  for  1858 
was  eleven,  of  which  seven  were  successful,  and  four  died. 

T.  Spencer  Wells  commenced  his  career  as  an  ovariotomist 
in  February,  1858,  and  which  must  probably  ever  remain  un- 
rivalled, he  having  already,  in  less  than  fourteen  years,  up  to 
September  1,  1871,  performed  the  operation  of  ovariotomy 

1  "  Obstetrical  Transactions,"  vol.  v.,  p.  65. 

2  London  Medical  Gazette,  September  1*7,  1844. 

3  Dr.  Clay's  cases  are  not  included  since  the  year  1850,  as  they  were  not  re- 
ported from  1850  till  1860. 
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four  hundred  and  forty  times.  He  has  frequently  been  called 
to  perform  the  operation  on  the  Continent ;  and  his  success 
and  influence  had  secured  the  general  adoption  of  ovariotomy 
in  the  metropolis  by  1860. 

The  year  1859  was  an  unfortunate  one,  showing  eighteen 
deaths  out  of  twenty-seven  cases.  In  1860  Dr.  Jenner  and 
Dr.  W.  Tyler  Smith  had  each  a  successful  case ;  and  during 
this  year  there  were  twenty-four  cases  and  thirteen  cures.  Mr. 
Bryant,  of  Guy's  Hospital,  had  his  first  case  (fatal)  in  1860 ; 
and  now  the  operation  was  generally  accepted  in  the  metropo- 
lis. 

Encouraged  by  the  success  of  Mr.  Wells,  and  convinced  by 
the  candor  and  fairness  of  his  reports  of  all  his  cases,  unsuc- 
cessful and  successful,  and  his  advanced  views  both  in  regard 
to  the  diagnosis  of  ovarian  cysts  and  to  all  the  points  of  the 
operation  itself,  several  other  surgeons  were  soon  found  per- 
forming it ;  and  in  1861  we  find  thirty-six  operations  in  Eng- 
land with  twenty-five  successes  (six  of  the  successes  aud  five 
failures  by  Mr.  Wells),  against  the  ten  cases  in  all  in  1858,  and 
three  of  which  were  by  Mr.  Wells.  Childs,  Maunder,  Grims- 
dale,  Hicks,  Foster,  and  Gamgee,  commenced  this  year. 

Up  to  1862  the  three  principal  operators  in  Great  Britain 
had  had  the  following  experience : 


OPERATORS. 

Cases. 

Cures. 

Deaths. 

Dr.  Clay 

110 

16 
52 

11 
53 

28 

33 

23 

24 

In  1862,  Dr.  Litchfield  and  Mr.  Pollock  reported  each  an  un- 
successful case ;  and  there  were  this  year,  in  all,  fifty-nine  cases 
with  thirty-five  recoveries — Mr.  Wells  having  had  twenty  of 
the  cases  and  fifteen  cures.  Mr.  Fergusson,  Mr.  Jones,  and 
Mr.  Loder,  commenced  in  1863 ;  also  Mr.  Simon,  Mr.  Hulme, 
Mr.  Helmuth,  and  Mr.  Beale.  The  whole  number  of  cases  was 
thirty-six,  with  twenty-seven  recoveries.  Of  these,  Mr.  Wells 
had  fifteen  cases  and  twelve  cures. 

The  whole  number  of  reported  cases  of  ovariotomy  in 
Great  Britain  up  to  December  1,  1863,  is  three  hundred  and 
seventy-seven,   of  which  two   hundred   and  twenty-eight,    or 


276 


OVARIAN  TUMORS   AND   OVARIOTOMY. 


60.68  per  cent,  were  successful,  and  one  hundred  and  forty- 
eight  patients  died. 

During  the  six  years  from  1864  to  1870  the  operation  of 
ovariotomy  has  been  to  such  an  extent  monopolized  by  Mr. 
Wells — and  especially  till  1868 — that  comparatively  few  names 
of  first  operators  are  to  be  found  in  England.  Dr.  Clay,  of 
Manchester,  has,  however,  by  no  means  been  idle  during  this  pe- 
riod, as  will  be  seen  below,  though  now  in  his  seventy-first  year. 
I  mention  also  Mr.  I.  B.  Brown,  Mr.  Bryant,  of  Guy's  Hos- 
pital, Mr.  Willett,  of  St.  Bartholomew's,  Dr.  Hall  Davis,  of 
the  Middlesex,  Dr.  Priestly,  of  King's  College  Hospital,  Dr. 
R.  Lee,  of  St.  George's,  and  Mr.  Erichsen,  of  the  University 
Hospital,  as  active  in  this  field. 

During  the  last  seven  years  not  less  than  six  hundred  and 
fifty  ovariotomies  have  been  performed  in  Great  Britain,  mak- 
ing a  total  of  between  one  thousand  and  eleven  hundred  oper- 
ations. Of  these,  more  than  three  hundred  were  performed  by 
Mr.  Wells  alone.  The  following  is  the  total  experience  of 
some  of  the  most  practised  operators,  up  to  the  last  quarter  of 
1871,  unless  otherwise  stated : 


OPERATORS. 

Wells 

Clay 

Brown  (to  1870) * 

Keith  (end  of  18V1) 

Bryant (1870) x 

T.  Smith  (1870)1 

Willett  (1870) J 


Cases. 

Cured. 

Died. 

440 

328 

112 

250 

182 

68 

120 

84 

36 

136 

111 

25 

28 

17 

11 

20 

16 

4 

12 

4 

8 

Saved. 


74.54 

72.80 
70.01 
81.61 
60.71 
80.00 
33.33 


In  Scotland,  as  we  have  seen,  only  a  single  successful  opera- 
tion of  ovariotomy  had  been  performed  since  Mr.  Lizars's  single 
case  of  success,  in  1825,  up  to  the  year  1863. 

In  this  year,  Dr.  Thomas  Keith,  of  Edinburgh,  performed 
his  first  operation;  and  up  to  January  1,  1872,  having  per- 
formed one  hundred  and  thirty-six  operations,  he  has  attained 
to  the  highest  success  yet  achieved  in  Europe — 81.61  per  cent. ; 
and,  since  the  reports  of  his  cases  show  that  they  have  by  no 
means  been  usually  of  a  promising  character,  but  very  often 
quite  the  reverse,  to  him  must  be  awarded  the  highest  order  of 

1  Grenser. 
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skill,  both  as  an  operator,  and  in  the  after-treatment  of  ovari- 
otomy cases.  Few  operations  have  been  performed  in  Scotland, 
till  within  the  last  five  or  six  years,  except  by  Dr.  Keith,  who 
still  has  at  least  one-half  of  all  the  cases.  Several  operations 
have,  however,  been  recently  performed  at  Glasgow,  especially 
by  Dr.  McLeod  and  Dr.  Buchanan. 

In  Ireland,  ovariotomy  had  been  bnt  twice  successfully  per- 
formed up  to  the  last  quarter  of  1863 ; 1  and  is  even  now  but 
seldom  attempted.  A  letter  of  September,  1871,  from  one  of 
the  most  distinguished  hospital  physicians  of  Dublin,  states  that 
Dr.  Hayes,  of  the  Mater  Misericordise  Hospital,  recently  had  a 
successful  case  of  ovariotomy,  and  proposes  soon  to  operate 
again.  He  had,  however,  himself  hesitated  to  advise  the  opera- 
tion, for  reasons  which,  considering  them  entirely  obsolete,  I 
shall  not  here  repeat.  Nevertheless,  he  alludes  to  the  experience 
of  Mr.  T.  S.  Wells  as  if  familiar  with  it. 

Of  the  literature  of  Great  Britain  respecting  the  subject  of 
ovariotomy,  I  shall  give  a  more  extended  sketch,  to  show  its 
influence  in  securing  the  comparatively  early  adoption  of  the 
operation  in  that  country.  The  first  contribution  upon  this 
subject  has  already  been  spoken  of,  viz.,  the  work  of  Mr. 
Lizars,  containing  his  four  cases,  published  in  1825.2 

Mr.  William  Jeaffreson,  of  Framlingham,  reported  his  case 
in  1837,3  the  operation  having  been  performed  May  8,  1836. 
The  incision  was  between  ten  and  twelve  lines  long.  He  re- 
moved twelve  pints  of  clear  serum  by  tapping,  and  extracted 
the  collapsed  cyst  and  another  containing  two  ounces  of  fluid. 
He  then  enclosed  the  pedicle  in  a  single  ligature,  cut  its  ends 
close  to  the  knot,  returned  the  pedicle,  and  closed  the  incision 
by  two  sutures,  and  adhesive  plaster,  and  applied  a  compress 
of  lint.  The  patient  recovered,  and  afterward  gave  birth  to 
three  daughters  and  one  son.  She  had  had  three  children 
before  the  operation.  Mr.  Jeafireson  knew  the  details  of  the 
operation  fifteen  years  before,  of  Dr.  Nathan  Smith,  and  dif- 
fered from  the  latter  only  in  making  a  shorter  incision  (about 
one  inch  instead  of  three  inches.)     He  had  ascertained  three 

1  Dutoit.     "  Die  Ovariotomie  in  England,  Deutsehland  und  Frankreich." 

2  "  Observations  on  the  Extraction  of  Diseased  Ovaria,"  Edinburgh,  1825. 

3  "  Transactions  of  the  Provincial  Medical  and  Surgical  Association,"  vol.  v.,  p.  239. 
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years  before,  by  an  experiment  on  a  woman  who  had  died 
with,  but  not  in  consequence  of,  an  ovarian  tumor,  that  such 
a  cyst  without  adhesions  might,  when  collapsed,  be  extracted 
through  an  incision  one  inch  long.  He  "  considered  it  the 
sine  qua  non  that  this  operation  should  be  performed  previous 
to  adhesions  taking  place  between  the  sac  and  the  adjacent 
viscera."  Mr.  King,  of  Saxmundham,  who  soon  afterward  had 
a  successful  case  of  ovariotomy,  assisted  Mr.  Jeaifreson  in  the 
operation. 

Mr.  B.  Phillips  reported  his  case  in  1840.1  The  incision  was 
a  little  over  one  and  one-half  inch  long,  and  a  single  ligature 
was  passed  round  the  pedicle,  cut  close,  and  returned  into  the 
abdominal  cavity.  The  patient  died  in  four  days.  There  were 
six  to  eight  ounces  of  blood  in  the  peritoneal  cavity,  and  very 
little  peritonitis.  The  ligature  was  in  place,  but  had  not  been 
applied  tightly  enough.  He  remarks  that,  "for  all  practical 
purposes,  it  is  safe  to  assume  that  to  Mr.  Jeaifreson  belongs 
any  merit  which  may  attach  to  the  plan  of  treating  ovarian 
cysts,  by  extraction  through  a  small  opening  in  the  abdominal 
parietes." 

Mr.  Walne,  at  the  close  of  1842,  thus  appreciated  the  opera- 
tion of  ovariotomy : 

Let  me  not  be  supposed  for  a  moment  to  recommend  this  operation  as 
one  to  be  undertaken  in  any  but  well-selected  cases  to  which  it  is  adapted ; 
still  less  let  me  be  supposed  to  advise  that  any  surgeon  should  engage  in 
its  operation  who  has  not,  by  habits  of  operating — yet  more  by  long  habits 
of  careful  observation  and  treatment  of  disease  generally,  and  by  very  con- 
siderate and  studious  examination  of  the  nature  and  connections  of  this 
particular  disease,  and  the  tendencies  of  the  viscera,  which  may  be  involved 
in  mischief  by  an  ill-judged  operation,  or  ill-conducted  after-treatment — 
qualified  himself  to  cope  with  difficulties  from  which  it  is  unreasonable  to 
expect  an. exception. 

His  reasons  for  preferring  the  long  incision  were  the  follow- 
ing, though  he  quotes  Dr.  N".  Smith's  case  as  the  type  of  the 
"  minor  operation,"  the  incision  having  been  three  inches  long : 

It  does  not  appear  that  a  less  extent  of  wound  diminishes  the  danger 
of  an  operation  in  any  material  degree,  if  at  all ;  and  that  the  complications 
which  occasionally  present,  without  being  foreseen  in  every  instance,  can 

1  London  Medical  Gazette,  October  9,  1840,  pp.  83-88. 
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be   better   appreciated,   and   more   suitably  dealt  with,    by  the   surgeon, 
through  a  free  opening  than  through  a  small  one. 

For  example,  the  effusion  of  blood,  or  the  escape  of  fluid  from  the  cyst 
into  the  peritonaeum,  either  of  which  is  a  most  dangerous  complication  of 
the  difficulties  inseparable  from  any  method  of  operating,  can  with  no 
certainty  be  avoided  in  the  minor,  but  may  assuredly  be  remedied  if  they 
should  occur  in  the  major  operation.  Adhesions,  too,  can  be  divided,  the 
parts  can  be  cleansed,  and  arteries  tied  with  facility  if  necessary,  and  the 
operator's  mind  freed  from  doubt  as  to  the  state  of  the  internal  parts,  be- 
fore he  carefully  closes  the  wound.  These  are  circumstances  which  the 
experienced  operator  can  appreciate,  and,  if  he  should  not  be  blinded  by  an 
undue  apprehension  of  peritoneal  inflammation,  he  will  be  sure  to  estimate 
highly  such  palpable  advantages.1 

Mr.  Walne  published  his  first  three  cases,  all  successful,  in 
a  pamphlet  of  eighty-six  pages,  in  1843,  they  having  been 
previously  reported  in  the  London  Medical  Gazette. 

Early  in  1843,  Dr.  Clay  reprinted,  in  a  quarto  pamphlet  of 
eighteen  pages,  the  reports  of  his  first  five  operations,  from  the 
London  Medical  Times.  His  statistics  and  conclusions  were 
very  severely  criticised  by  the  erudite  editor  of  the  British  and 
Foreign  Medical  Review  in  the  October  number  of  that  jour- 
nal (1843) ;  and  he  accuses  Dr.  Clay  of  treating  Mr.  Jeaffre- 
son's  operation  with  unfairness.  In  the  course  of  his  editorial 
remarks,  Dr.  Forbes  speaks  of  "  Dr.  N.  Smith's  operation  as 
conducted  according  to  Mr.  Jeaffreson's  plan,  except  that  the 
incision  was  four  inches  long  (actually  three  inches)  instead  of 
an  inch  and  a  half  (actually  ten  to  twelve  lines),  p.  390."  2  He 
concluded  his  general  reprobation  of  the  operation  of  ovari- 
otomy with  the  impressive  injunction  of  Hufeland:  "Thine  is 
a  high  and  a  holy  office,  see  that  thou  exercise  it  purely ;  not 
for  thine  own  advancement,  not  for  thine  own  honor,  but  for 
the  glory  of  God,  and  the  good  of  thy  neighbor.  Hereafter 
thou  wilt  have  to  give  an  account  of  it." 

Dr.  Frederick  Bird's  first  operation  (June  26,  1843)  was 
reported  in  the  London  Medical  Gazette^  August  18,  1843,  and 
he  attributes  its  success  to  the  following  causes  : 

1  London  Medical  Gazette,  December  9,  1842,  pp.  439,  444. 

2  Dr.  Smith's  case  had  been  briefly  noticed  in  the  London  Medical  and  Physical 
Journal,  vol.  xlviii.,  p.  449 ;  and  had  been  translated  into  Italian  in  vol.  xxviii.  of 
Osmodei's  "  Annali  Universali." 
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1.  The  high  temperature  (85°)  of  the  room  during  the 
exposure  of  the  abdominal  viscera. 

2.  The  after-treatment,  which  partook  more  of  a  dietetic 
than  a  medical  character. 

3.  The  form  of  operation  adopted. 

And  here  it  should  be  remarked  that  to  Dr.  F.  Bird  belongs 
the  merit  of  distinctly  stating  the  reasons  in  favor  of  the  short 
incision  (in  this  case  three  and  a  half  to  four  inches)  as  opposed 
to  the  long  incision  of  Dr.  Clay  and  Mr.  Walne  on  the  one 
hand,  and  the  very  short  one  of  Mr.  JeafFreson,  Mr.  King, 
and  Mr.  Crisp,  one  to  one  and  a  half  inch,  on  the  other.  He 
says  the  cases  of  Dr.  Clay  have  sufficiently  demonstrated  the 
danger  of  attempting  extraction  through  a  very  small  opening. 
He  first,  in  England,  adopted  Dr.  Nathan  Smith's  method, 
except  that  he  did  not  cut  his  ligatures  close  to  the  knot,  but 
brought  them  out  through  the  wound.  He  distinctly  speaks 
of  the  advantage  of  having  "  the  opening  sufficiently  large  to 
allow  of  the  introduction  of  the  hand  into  the  abdomen,"  for 
any  necessary  purpose,  and  states  that  he  "  would  not  dissent 
from  the  employment  of  a  larger  incision  in  cases  in  which  the 
partially  solid  state  of  the  tumor  might  prevent  its  sufficient 
reduction  by  puncture." 

Mr.  C.  Aston  Key's  case  (August  1,  1843)  was  reported  in 
Guy's  Hospital  Reports,  October,  1843.  It  terminated  fatally 
on  the  fourth  day,  from  peritonitis.  This  has  been  noted  as  a 
case  of  double  ovariotomy ;  but  it  was  such  accidentally,  and 
not  intentionally.  The  incision  extended  from  near  the  ensi- 
form  cartilage  to  a  point  four  inches  below  the  umbilicus ;  and 
"  the  tumor  (left  ovary)  was  thus  perfectly  exposed,  and  pre- 
sented no  adhesions  whatever.  .  .  .  There  was  a  cord-like  pedi- 
cle at  the  right  side  of  the  lower  part  of  the  tumor,  around 
which  a  single  ligature  was  placed  and  divided."  Subsequently 
the  pedicle  of  the  cyst  was  treated  as  by  Dr.  F.  Bird.  On  exam- 
ination of  the  mass  removed,  there  were  two  portions  on  its 
pelvic  extremity,  and  four  or  five  inches  apart,  which  "  marked 
its  attachments  to  the  uterine  appendages."  One  of  these, 
which  Mr.  Key  had  first  divided,  corresponded  to  the  right 
ovarium.  The  other  was  the  pedicle  of  the  tumor,  and  con- 
tained six  arteries  of  rather  larger  calibre  than  a  crow-quill, 
and  several  much  more  capacious  veins. 
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The  post-mortem  examination  showed  that  both  ovaries 
were  absent ;  the  left  Fallopian  tube  was  truncated  about  an 
inch  from  the  uterus,  and  encircled  tightly  by  a  ligature — the 
other  two  ligatures  having  been  displaced  before  the  parts  were 
removed  for  examination.  The  right  Fallopian  tube  remained 
entire.  Thus  the  right  ovary  was  shown  to  have  been  ad- 
herent to  the  cyst,  and  to  have  been  removed  together  with 
it,  without  any  suspicion  of  the  character  of  the  adhering  organ. 

In  1843,  Mr.  G.  Southam,  of  Manchester,  reported  his  first 
case  in  the  London  Medical  Gazette,  November  3d,  and  his 
second  case  in  1846  (same  journal,  May  22d).  In  the  first  case 
(October  20, 1843)  both  ligatures,  left  coming  through  the  lower 
angle  of  the  wound,  were  retracted  into  the  abdominal  cavity, 
by  a  great  tympanitic  distention ;  but  no  mischief  ensued. 
Some  of  the  points  of  these  papers  will  be  referred  to  farther  on. 

Ovariotomy  was  first  publicly  discussed  in  England  at  a 
meeting  of  the  Medical  Society  of  London,  December  11,  1843, 
after  the  report  to  that  body  by  Dr.  F.  Bird  of  his  second  case. 
Drs.  Bird  and  Bisdon  Bennett,  the  president  (Mr.  Pilcher), 
Mr.  Linnecar,  Mr.  Dendy,  and  Mr.  Bishop,  were  the  principal 
speakers.1 

Dr.  Bird  stated  that  he  had  kept  the  room  at  a  temperature 
of  85°  during  and  for  two  days  after  the  operation,  and  then 
lowered  it  to  75°  and  gradually  less.  His  incision  was  nearly 
six  Inches  long,  and  should  always  be  long  enough  to  admit  of 
the  introduction  of  the  hand. 

Dr.  Bennett  spoke  of  the  difficulty  of  diagnosis  of  ovarian 
tumors,  and  inquired  of  Dr.  Bird  how  he  would  distinguish 
between  a  uterine  fibroid  attached  to  the  fundus  uteri  and  an 
ovarian  tumor. 

Dr.  Bird  admitted  the  difficulty,  and  would  rely  mainly  on 
percussion ;  but,  if  that  did  not  give  a  satisfactory  result,  he 
would  tap  the  patient  and  examine  the  tumor  when  partially 
evacuated.  He  would  not  operate  unless  the  general  health  had 
begun  to  suffer. 

Mr.  Linnecar  inquired  if  Dr.  Bird  regarded  the  complica- 
tion of  ascites  with  ovarian  tumor  as  dangerous. 

Dr.  Bird  did  not,  if  it  resulted  from  the  mere  pressure  of 

1  London  Medical  Times,  December  16,  1843,  p.  150. 


282  OVARIAN  TUMORS  AND   OVARIOTOMY. 

the  tumor ;  but,  if  inflammation  were  still  going  on  in  the  serous 
membrane,  he  would  be  unwilling  to  operate.  He  further  re- 
marked, in  reply  to  a  question,  that  our  means  of  detecting 
adhesions  are  very  limited ;  and  for  this  reason  the  exploratory 
incision  was  so  very  valuable :  if  the  tumor  could  be  seen, 
through  the  latter,  to  ascend  and  descend  with  the  diaphragm, 
there  cannot  be  any  adhesions. 

Mr.  Linnecar,  alluding  to  the  well-known  tendency  of  ova- 
rian tumors  to  enlarge,  and  their  not  being  under  the  control 
of  medicine,  inquired  why  they  should  not  be  removed  as  soon 
as  they  are  actually  diagnosticated. 

Dr.  Bird  said  the  operation  would  be  more  difficult  in  the 
early  stage  of  the  disease  (as  he  explained).  If  the  patient  be  in 
good  health,  there  is  greater  chance  of  consecutive  inflammation. 

Mr.  Dendy  contended  that  adhesions  ought  not  to  be  re- 
garded as  militating  against  the  performance  of  the  operation. 
They  are  broken  down  frequently  in  the  operation  for  hernia, 
and  yet  the  patient  recovers. 

Mr.  Bishop  thought  that  delay  was  equally  dangerous  with 
too  early  an  operation,  as  there  is  a  great  tendency  in  this 
disease  to  assume  a  malignant  character. 

Mr.  Pilcher  complimented  Dr.  Bird  very  highly  on  the  skill 
he  had  displayed,  and  the  candid  manner  in  which  he  had 
narrated  his  proceedings.  He  held,  with  Dr.  Bird,  that  the 
existence  of  adhesions  contraindicated  the  operation  in  the 
present  state  of  our  experience,  though  ultimately  this  objection 
might  be  found  not  to  be  valid. 

The  discussion  was  resumed  at  the  next  meeting  of  the 
society,  December  18,  1843.1 

Dr.  Waller  defended  the  long  incision,  i.  e.,  one  long  enough 
to  allow  the  tumor  to  be  taken  out  entire — in  opposition  to  Dr. 
Bird's  incision  of  six  inches  or  less.  He  specified  the  fact,  as 
one  reason  of  Dr.  Clay's  and  Mr.  Walne's  success,  that  they 
heated  the  room  before  the  operation  to  a  certain  temperature 
(70°  to  75°). 

Mr.  Crisp  (not  the  surgeon  who  had  successfully  operated 
in  1838)  thought  that  sufficient  merit  had  not  been  awarded  to 
Mr.  Jeaffreson,  of  Framlingham,  who  had  removed  ovarian 

1  London  Medical  Times,  December  30,  1843. 
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tumors  fifteen  or  sixteen  years  ago,  on  three  occasions,  and  he 
believed,  but  was  not  sure,  successfully.  "With  respect  to  the 
superiority  of  the  larger  incision,  he  asked  Dr.  "Waller  if  he  had 
any  objection  to  a  small  incision  being  made  in  the  first  in- 
stance, and  enlarged  afterward  if  necessary. 

Dr.  Waller  said  that  is  always  done,  in  the  shape  of  an  ex- 
ploratory incision,  to  ascertain  the  nature  of  the  tumor,  and 
whether  adhesions  exist.  Five  of  the  cases  in  which  Mr. 
Jeaffreson  had  operated,  terminated  fatally.  In  each  case  he 
had  employed  the  minor  incision  (one  to  two  inches  only). 

Dr.  R.  Bennett  attributed  the  success  of  Dr.  Clay  and  Mr. 
"Walne  to  the  adoption  of  the  sedative  plan  of  treatment,  and 
the  not  having  recourse  to  bleeding,  etc.,  when  there  were  in- 
dications of  approaching  inflammation. 

In  June,  1844,  Mr.  Benjamin  Phillips,  of  the  Marylebone 
Infirmary,  read  a  paper  on  ovariotomy,  containing  a  statistical 
table,  before  the  Royal  Medical  and  Chirurgical  Society.  He 
maintained  that  "  the  opinion  of  any  man,  however  eminent, 
pronounced  without  a  careful  estimate  of  the  materials  which 
have  now  become  available  to  us,  cannot  and  ought  not  to  de- 
termine the  question,  and  the  only  means  we  have  for  arriving 
at  a  correct  diagnosis  are,  so  far  as  I  know,  furnished  by  the 
cases  which  will  be  hereafter  described."  He  then  gave  a  list 
of  eighty-one  cases,  of  which  sixty-one  were  cases  of  actual  ova- 
riotomy ;  in  fifteen  cases  adhesions  or  other  circumstances  pre- 
vented the  removal  of  the  tumor,  and  in  five  instances  no  tumor 
was  found.  Of  the  sixty-one  cases  of  oophorectomy,  thirty-five 
recovered  and  twenty-six  died.  Of  the  fifteen  cases  of  unfin- 
ished ovariotomy,  nine  recovered  and  six  died.  All  the  five 
in  whom  no  tumor  was  found,  recovered. 

He  thinks,  in  regard  to  the  question,  then  under  discussion, 
whether  the  long  or  the  short  incision  be  preferable,  that  "  the 
evacuation  before  the  extirpation  of  the  cyst,  and  not  the  exact 
length  of  the  incision,  is  the  important  distinction  between  the 
two  operations."  He  had  himself,  in  1840,  unsuccessfully  per- 
formed the  first  completed  ovariotomy  in  London,  the  incision 
being  "little  more  than  two  inches  long."  He  makes  some 
very  judicious  remarks  upon  the  diagnosis  of  ovarian  tumors, 
and  concludes  that  "  tlie  existence  of  adhesions  does  not  lessen 
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the  chances  of  success,  nor  so  far  complicate  the  operation  as  to 
constitute  a  bar  to  its  performance,  if  it  be  admitted  to  be  a 
proper  operation  where  no  adhesions  are  present."  He  is  de- 
cidedly in  favor  of  the  short  incision,  but  leaves  it  to  be  fairly- 
discussed  by  the  society,  since  "  that  circumstance  will  exercise 
a  useful  influence  in  determining  whether  it  shall  be  a  recog- 
nized operation  in  surgery  or  not." 

Mr.  Phillips's  paper  was  discussed  at  a  meeting  of  the  Royal 
Medical  and  Chirurgical  Society,  held  June  18,  1844. 

Dr.  Moore  deprecated  the  opinions  expressed  in  the  society 
on  a  late  occasion,  against  the  reception  of  ovariotomy  among 
the  number  of  recognized  surgical  operations. 

Mr.  I.  B.  Brown  (a  visitor)  dissented  from  Mr.  Phillips's 
statement  as  to  the  utter  inefficiency  of  therapeutic  measures  in 
ovarian  tumors.  He  had  himself  succeeded  in  four  cases,  by 
mercury  carried  to  slight  salivation,  diuretics,  and  tonics,  and 
compression  of  the  tumor,  combined  with  tapping. 

Mr.  Frederick  Hale  Thompson  was  astonished  to  hear  the 
opinions  expressed  by  the  last  speaker.  He  warmly  advocated 
the  operation  of  ovariotomy,  though  it  had  not  yet  been  per- 
formed at  any  hospital  except  Guy's.  Indeed,  he  believed  the 
operation  was  not  adapted  to  hospital  practice,  as  such  institu- 
tions were  unable  to  command  the  numerous  minute  circum- 
stances essential  to  its  success. 

Dr.  Frederick  Bird,  being  present,  was  invited  to  address 
the  society.  He  objected  to  the  paper,  that  it  comprised,  in 
one  common  class,  cases  where  the  incision  had  revealed  no 
tumor,  those  where  the  tumor  could  not  be  removed,  and 
those  where  it  had  been  removed.  .  .  .  He  had  faithfully  tried 
Mr.  Brown's  plan  in  five  cases  without  the  least  benefit,  and  in 
one  with  apparent  disadvantage.  In  respect  to  the  operation, 
he  himself  adopted  neither  the  minor  nor  the  major  operation 
strictly  so  called,  but  an  incision  of  medium  length,  to  avoid 
the  evils  of  irritation  from  unnecessary  manipulation  in  the 
very  small,  and  of  unnecessary  shock  to  the  system  by  the  very 
large  incision.  .  .  .  He  regarded  the  high  temperature  (85°)  ae 
prophylactic  against  peritoneal  inflammation,  the  main  danger 
of  the  operation.1 

1  London  Medical  Gazette,  July  5,  1844,  pp.  4Y4-476. 
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Dr.  F.  Churchill  published  his  statistical  table  in  1844.1 
Dr.  Samuel  J.  Jeaffreson 2  published  a  series  of  papers  on 
the  "  Pathology  and  Treatment  of  Ovarian  Diseases,"  in  1844.3 
In  one  of  these,4  he  gives  a  table  including  seventy-four  cases  in 
which  ovariotomy  was  attempted ;  in  twenty-three  it  was  not 
completed,  and  ten  deaths  were  the  consequence  of  the  attempts. 
Of  the  fifty-one  cases  of  ovariotomy,  thirty-seven  recovered  and 
fourteen  died.  The  short  incision  was  practised  in  six  cases, 
of  which  five  recovered.  Dr.  Jeaffreson  sums  up  his  opinions 
on  the  subject  as  follows  : s 

1.  It  has  been  sufficiently  established  that  the  extirpation 
of  ovarian  tumors  is  practicable,  and  that  Nature  is  competent 
to  effect  the  great  processes  of  repair  which  so  serious  an  opera- 
tion demands. 

2.  That,  as  the  mortality  attending  upon  these  operations 
has  been  shown  to  be  greatly  heightened  by  taking  into  con- 
sideration cases  in  which,  from  previous  errors  in  diagnosis,  the 
tumors  have  been  found  to  be  other  than  ovarian,  or,  being 
ovarian,  from  adhesions  or  other  causes,  could  not  be  re- 
moved, increased  diligence  and  attention  are  required,  on  the 
part  of  surgeons,  to  the  previous  diagnosis. 

3.  That  the  modes  of  operating,  after-treatment,  etc.,  demand 
the  careful  and  impartial  consideration  of  the  surgeon,  as  greatly 
affecting  the  possibility  of  completing  the  operation,  as  well  as 
its  ultimate  result. 

4.  That,  as,  whatever  future  improvements  may  diminish  the 
risks  of  the  operation,  it  must  ever  be  considered  one  of  great 
imminence,  it  cannot  be  recommended  excepting  in  those  cases 
in  which  the  bulk  of  the  tumor  is  productive  of  much  misery 
and  inconvenience,  and  is  alreading  inducing  such  constitu- 
tional disturbance  as  to  threaten  some  probable  limit  to  the 
existence  of  the  sufferer. 

5.  That,  however  much  assistance  we  may  derive  from  gen- 
eral rules,  the  propriety  of  operating  in  each  case  must  be  de- 
cided with  a  due  consideration  of  the  merits  and  peculiarities 

1  Dublin  Medical  Journal,  July,  1844. 

2  Physician  to  the  Chelsea,  Brompton,  and  Belgrave  Dispensary. 

3  London  Medical  Gazette,  August  to  October,  1844. 

4  Ibid.,  October  18,  1844,  pp.  80-87.        6  Ibid.,  October  25,  p.  107. 
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of  the  case  in  question .  A  few  rash,  operations  must  inevitably 
bring  discredit  upon  the  measure,  however  useful  and  valuable 
it  may  be  when  conducted  with  prudence  and  judgment. 

6.  The  fluid  forms  of  tumor  are  the  most  appropriate  for 
operation.  They  are  generally  the  most  rapid  in  their  growth, 
and  frequently  refill  with  great  rapidity  after  their  evacuation 
by  paracentesis.  The  risks  of  adhesion  are  less,  as  also  the 
probabilities  of  mistake  in  diagnosis,  or  of  other  organs  being 
diseased.  Remedies,  too,  have  the  least  power  in  the  cure  of 
this  form  of  affection.  In  the  monolocular  variety,  the  opera- 
tion could  hardly  be  recommended,  so  long  as  tapping  afforded 
perfect  relief,  and  the  fluid  was  very  slow  to  reaccumulate. 
The  multilocular  form  of  disease  is  by  so  much  the  more  ap- 
propriate for  extirpation,  in  that  tapping  is  attended  with 
greater  risk,  and  is  calculated  to  afford  but  a  limited  degree  of 
relief. 

7.  The  mixed  forms  of  tumor  are  the  least  appropriate  for 
extirpation,  and  proportionately  so  as  they  contain  a  greater 
amount  of  solid  matter.  There  is  a  greater  risk  of  adhesions, 
and  also  of  errors  in  diagnosis  ;  the  opening  required  for  their 
removal  must  be  large  in  proportion  to  the  mass  of  solid.  The 
more  solid  tumors,  if  of  an  inert  character,  are  slower  in  their 
growth,  and  may  never  induce  much  suffering  or  risk  of  life. 
Their  cure  is  sometimes  effected  by  Nature  or  well-directed 
medical  skill.  Their  growth  is  sometimes  suddenly  arrested, 
and  they  continue  stationary  and  comparatively  innocuous. 

8.  Somewhat  in  exception  to  the  last  conclusion  respecting 
the  more  solid  but  indolent  ovarian  tumors,  it  becomes  ques- 
tionable whether  their  removal  may  not  be  sometimes  desirable 
when  their  presence  has  induced  ascites.  Ascites  thus  caused 
can  rarely  be  permanently  cured  by  medical  or  surgical  means, 
so  long  as  its  exciting  cause  continues  in  existence ;  and  life 
will,  I  believe,  rarely  be  much  prolonged  under  such  circum- 
stances. In  the  forty-five  cases  above  related,  in  which  ovarian 
tumors  were  removed  by  the  major  operation,  ascites  is  actually 
stated  to  have  complicated  eight  cases  ;  in  all,  the  ovarian  tu- 
mors were  of  the  mixed  character ;  and  in  six  out  of  the  eight 
cases  the  operations  were  successful. 

9.  Extirpation  cannot  with  propriety  be  recommended,  when 
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the  least  suspicion  exists  of  the  malignant  character  of  the  dis- 
ease, or  when  it  is  of  strumous  origin,  and  is  connected  with 
scrofulous  disease  of  other  organs,  as  the  absorbent  glands,  joints, 
internal  viscera,  etc. 

10.  In  recommending  the  operation,  it  may  not  be  amiss  to 
view  it  as  a  means  of  removing  an  enlarged  growth,  which, 
whether  solid  or  fluid,  is  producing  misery  and  risk  to  life, 
chiefly  by  its  mechanical  inconvenience  of  bulk,  or  its  drain 
upon  the  system  :  hence  the  surgeon  will  be  alike  cautious  of 
operating  in  those  cases  in  which  the  local  disease,  indolent  and 
slow  in  its  growth,  produces  comparatively  little  inconvenience 
and  risk  ;  and  in  another  and  very  opposite  condition  of  things, 
in  which,  without  his  being  able  to  discover  precisely  the  cause, 
the  constitution  appears  shattered  and  impaired,  in  a  degree 
disproportioned  to  the  extent  and  importance  of  the  local  dis- 
ease. In  such  cases,  there  is  too  great  reason  to  fear  that  there 
is  more  mischief  going  on  in  the  system  than  would  be  removed 
with  the  extraction  of  the  ovary. 

Dr.  J.  Rose  Cormack  published  a  severe  article  against  the 
operation  in  1844,1  and  a  statistical  table  of  cases  in  1845.2  Of 
sixty -five  cases  of  ovariotomy  collected  by  him,  forty  recovered 
and  twenty-five  died.  Of  twenty-four  cases  of  attempted  ovari- 
otomy, fifteen  recovered  and  nine  died.  In  five  of  the  twenty- 
four  cases  no  tumor  at  all  was  found,  and  all  these  patients 
recovered.  It  was  Dr.  Cormack's  "conscientious  conviction 
that  ovariotomy  is  an  unwarrantable  operation." 

-At  the  meeting  of  the  Medico-Chirurgical  Society  of  Edin- 
burgh, December  3,  1845,  Dr.  Bennett  read  a  paper  on  ovari- 
otomy, and  reported  Dr.  Handyside's  fatal  case  of  double 
ovariotomy.  This  subject  was  discussed  at  the  next  meeting, 
December  17,  1845,  when  Prof.  Simpson  made  his  eloquent 
and  conclusive  defence  of  ovariotomy,  as  a  justifiable  operation. 
Dr.  Cormack  and  Mr.  Spence  spoke  in  opposition  to  it.3 

In  1846,  Mr.  Solly,  in  connection  with  the  report  of  his  first 
case — an  unsuccessful  one — delivered  a  clinical  lecture  at  St. 
Thomas's  Hospital,4  giving  a  view  of  the  state  of  ovariotomy  at 

1  Edinburgh  Monthly  Journal  of  Medical  Science,  January,  1844,  pp.  55-68. 

2  Ibid.,  May,  1845,  pp.  403-415.  3  Ibid.,  January,  1846,  pp.  53-67. 
4  London  Medical  Gazette,  June  IT,  1846. 
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that  time.  After  referring  to  two  able  articles  in  the  British 
and  Foreign  Quarterly  Medical  Review*  from  one  of  which  I 
have  quoted  (p.  279),  as  decidedly  opposed  to  the  operation,  he 
gives  at  length  the  favorable  opinion  of  Prof.  Simpson,  of  Edin- 
burgh, as  noted  in  the  preceding  paragraph.  His  remarks  re- 
specting the  slipping  of  ligatures  will  be  again  referred  to. 

In  the  same  year  (September  23d)  Mr.  Caesar  Hawkins  also 
gave  a  lecture  at  St.  George's  Hospital,2  in  reporting  his  first,  a 
successful  case,  and  the  first  successful  operation  by  a  surgeon  of 
and  at  a  London  Hospital,  though  he  states  that  it  had  been  per- 
formed three  times  before.3  He  had  been  opposed  to  the  oper- 
ation till  Mr.  Jeaffreson  operated  by  the  short  incision  ;  and 
was  still  opposed  to  it  in  the  other  form,  by  the  long  incision. 
He  believed  that  very  few  tumors,  whose  bulk  could  not  be 
diminished  by  tapping,  should  be  removed  at  all.  He  did  not 
think  a  high  temperature  of  the  room  important. 

On  November  14,  1846,  Dr.  Frederick  Bird  read  a  paper 
before  the  Westminster  Medical  Society  on  the  "  Diagnosis  and 
Pathology  of  Ovarian  Tumors."  He  had  found  in  fifty  cases 
occurring  in  his  own  practice,  where  ovariotomy  had  been  neg- 
atived, the  average  duration  of  life  had  scarcely  exceeded  three 
years  from  the  commencement  of  abdominal  enlargement.  He 
relied  mainly,  in  determining  whether  there  were  adhesions, 
upon  the  effects  upon  the  movements  of  the  tumor  from  forced 
respiration ;  and  extolled  the  uterine  sound,  then  recently  in- 
troduced by  Prof.  Simpson,  in  the  diagnosis  of  ovarian  tumors. 
He  was  inclined  to  attach  little  or  no  importance  to  the  previ- 
ous history  of  the  case.  Of  the  propriety  of  performing  ovari- 
otomy in  well-selected  cases,  he  believed  there  could  be  no  ques- 
tion. He  did  not  advocate  its  premature  performance,  but  soon 
after  signs  of  constitutional  suffering  appear. 

Mr.  Brooke  related  a  case  occurring  at  the  Westminster 
Hospital,  in  which  Dr.  Bird's  method  of  diagnosis  proved  suc- 
cessful, and  Mr.  T.  S.  Lee  mentioned  two  other  cases. 

-Mr.  May  spoke  of  a  case  in  which  the  compound  iodine  lini- 
ment applied  over  the  abdomen  materially  decreased  the  tumor. 
Dr.  Bird  would  explain  the  fact  by  the  suggestion  that  ascites 

1  Vols.  xvi.  and  xvii.  •  J  London  Medical  Gazette,  October  20,  1846. 

3  Note  to  Mr.  Hawkins's  lecture. 
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often  coexists  with  ovarian  tumor,  and  the  liniment  pro- 
duced an  absorption  of  a  part  of  the  ascitic  fluid  in  Mr.  May's 
case. 

Dr.  Murphy  inquired  as  to  the  experience  of  Dr.  Bird  re- 
specting the  application  of  moderate  and  early  pressure  to  ova- 
rian monocysts.  Dr.  Bird  believed  that  no  degree  of  pressure 
exerted  any  beneficial  influence  on  the  tumor. 

The  question  arising  as  to  the  statistics  of  the  operation, 
Dr.  Bird  stated  that  we  have  but  a  very  imperfect  knowledge 
on  this  point,  in  consequence  of  the  disgraceful  and  dishonest 
suppression  of  the  reports  of  fatal  cases  by  some  operators.1 

In  1847  Mr.  H.  E.  Burd  reported  a  case  (the  first  of  the 
kind)  of  ovariotomy  successfully  performed  during  pregnancy. 
The  patient  aborted  two  days  after  operation  (at  three  or  four 
months).  She  gave  birth  to  a  healthy  male  child  seventeen 
months  afterward.2  In  1847  was  also  published  Mr.  T.  Saffbrd 
Lee's  work  on  "  Tumors  of  the  Uterus  and  its  Appendages," 
which  gave  a  most  accurate  view  of  the  present  subject  up  to 
that  time. 

At  the  meeting  of  the  Westminster  Medical  Society,  Octo- 
ber 23,  1847,  Dr.  F.  Bird  related  a  case  of  double  ovariotomy, 
one  of  the  cysts  weighing  about  twenty  pounds,  and  the  other 
four  pounds.  Both  were  adherent  to  the  abdominal  walls. 
This  is  the  second  case  of  intended  double  ovariotomy  on 
record,  and,  like  the  first  case  (Dr.  J.  L.  Atlee's),  was  suc- 
cessful. 

Mr.  Hird  made  some  remarks  on  the  difficulty  of  diagnosis 
of  ovarian  tumors,  and  doubted  if  the  operation  were  justifiable, 
since  some  patients  lived  a  long  time  with  the  disease.  He  in- 
quired why  such  large  doses  of  opium  were  required  in  this  case 
to  produce  the  desired  effect. 

Dr.  Murphy  differed  from  the  previous  speaker  on  both  the 
above  points  ;  conceding  the  erroneous  diagnosis  in  some  cases, 
it  was  the  fault  of  the  operator,  and  not  of  the  operation.  And 
he  thought  it  most  undesirable  that  the  operation  should  be  at- 
tempted by  those  who  were  not  fully  qualified  for  its  perform- 
ance, or  who  had  not,  by  long  previous  study,  and  accurate 

1  London  Medical  Gazette,  November  27,  1846,  p.  944. 

s  "Transactions  of  Medico-Chirurgical  Society,"  vol.  xxx.,  p.  96,  and  vol.  xxxii. 
19 
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acquaintance  with  ovarian  disease,  become  enabled  to  contend 
successfully  with  the  dangers  and  difficulties  attending  its  treat- 
ment by  extirpation. 

Mr.  Hancock  expressed  his  admiration  of  the  successful 
issue  of  Dr.  Bird's  operation,  and  believed  it  was  unique. 

Mr.  Streeter  also  spoke  in  high  terms  of  the  operation,  and 
especially  since  in  a  former  year  he  had  been  opposed  to  its  em- 
ployment. He  also  eulogized  the  after-treatment  adopted  in 
this  case. 

Dr.  Bird  thought  it  not  necessary  to  remind  Mr.  Hird  that 
the  exhibition  of  opium  was  not  to  be  regulated  by  any  pre- 
scribed dose,  but  by  the  effect  produced,  and  the  effect  re- 
quired. He  did  not  think  disease  occurs  simultaneously  in 
both  ovaries  in  more  than  three  or  four  per  cent,  of  all  the 
cases.  The  only  case  on  record,  which  corresponded  with  this 
one,  was  that  occurring  to  Dr.  Atlee,  of  Pennsylvania,  in  which 
the  ovaria,  enlarged  to  the  size  of  a  goose-egg,  were  successfully 
removed.1 

In  1848  Dr.  Charles  Clay  published  a  pamphlet,  entitled 
"  Results  of  all  the  Operations  for  Diseased  Ovaries  by  the 
Long  Incision."  He  had  now  performed  ovariotomy  thirty-two 
times,  and  saved  twenty-two  of  the  patients,  and  had  made  five 
exploratory  incisions  without  any  ill  results. 

At  the  meeting  of  the  Royal  Medical  and  Chirurgical  So- 
ciety, November  12,  1850,  Dr.  Eobert  Lee  read  Mr.  E.  Duffin's 
report  of  his  successful  case  of  ovariotomy — the  first  in  which 
the  pedicle  was  treated  by  the  extra-peritoneal  method 2 — and 
which  will  be  again  more  particularly  referred  to.  Dr.  Lee 
then  laid  before  the  society  his  statistical  table  of  the  operations 
of  ovariotomy  which  had  been  performed  in  Great  Britain  up 
to  that  time.  This  included  seventy-one  cases  of  completed 
ovariotomy,  of  which  forty-seven  recovered  and  twenty-four 
died ;  of  thirty-seven  cases  of  unfinished  operations,  fourteen 
died.  Of  these  hundred  and  eight  cases,  forty- five  were  report- 
ed by  Dr.  Charles  Clay,  and  eleven  by  Mr.  Lane,  who  are  com- 
mended for  having  communicated  the  entire  results  of  their  ex- 

1  London  Medical  Gazette,  November  5,  1847,  pp.  816-818. 
3  "  Medico-Chirurgical  Transactions,"  vol.  xxxiv.,  pp.  10-35. 
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perience.1  In  the  discussion  which  followed,  the  following  gen- 
tlemen participated  : s 

Mr.  Caesar  Hawkins  (who  had  performed  a  single  successful 
operation,  as  we  have  seen,  in  1846)  had  for  some  time  doubted 
greatly  as  to  the  propriety  of  extirpating  diseased  ovaries.  It 
was  singular  that  ten  hospital  surgeons  in  London  had  per- 
formed ovariotomy,  and  it  afforded  a  curious  comment  upon 
the  operation,  that  not  a  single  one  of  them  had  done  it  a  sec- 
ond time.  He  was  himself  the  only  one  whose  operation 
proved  successful.  The  valuable  paper  read  that  night  was 
complete,  with  two  exceptions.  He  alluded  to  Dr.  F.  Bird  and 
Mr.  Walne ;  he  appealed  to  the  former  with  the  more  confi- 
dence, as,  when  publishing  his  early  successful  cases,  he  had  in- 
veighed against  those  who  kept  back  their  unsuccessful  opera- 
tions, and  thus  prevented  the  profession  from  drawing  correct 
deductions  as  to  the  value  of  the  operation. 

Dr.  F.  Bird  was  surprised  that  Dr.  Lee  had  not  mentioned 
his  cases,  since,  in  his  note,  he  had  informed  Dr.  Lee  that  he 
had  operated  twelve  times — eight  times  successfully  and  four 
times  with  a  fatal  result.3 

Dr.  Lee  said  that  he  had  omitted  all  reference  to  the  cases 
of  Dr.  Bird  and  Mr.  Walne,  because  neither  would  supply  him 
with  such  a  report  as  would  enable  him  to  complete  his  analy- 
sis, nor  give  an  account  of  their  unfinished  operations. 

The  president  (Dr.  Addison)  inquired  of  Dr.  Bird  if  cases  had 
not  occurred  to  him  in  which  he  could  not  extract  the  tumor. 

Dr.  Bird  replied  that  in  some  cases  our  means  of  diagnosis 
failed  to  determine  the  presence  or  absence  of  adhesions,  and 
then  he  would  not  hesitate  to  make  an  exploratory  incision.  If 
adhesions  were  found,  the  wound  might  be  closed  without  any 
dread  of  peritoneal  inflammation ;  if  there  were  none,  the  tu- 
mor might  be  extracted.  He  had  made  between  forty  and  fifty 
exploratory  incisions,  and  no  bad  results  had  followed. 

1  Before  Dr.  Lee's  paper  was  published,  he  added  fifty-four  cases  more,  thirty-one 
from  the  practice  of  Dr.  F.  Bird,  and  six  from  that  of  Mr.  Walne.  Of  these,  there 
were  one  hundred  and  two  ovariotomies,  with  sixty  recoveries ;  and  sixty  unfinished 
operations,  with  forty-one  recoveries. 

2  London  Medical  Times,  November  16,  1850,  pp.  551-553. 

3  Most  of  the  thirty-one  cases  assigned  to  Dr.  Bird  (note,  ut  supra)  were  merely 
explorative  incisions. 
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Mr.  Hawkins  would  again  urge  on  Dr.  Bird  and  Mr.  Walne 
to  make  known  every  particular,  respecting  their  operations,  to 
Dr.  Lee,  to  aid  him  to  elucidate  all  the  points  of  the  operation. 
He  then  read  the  passage  by  Dr.  Bird,  in  the  report  of  his  third 
case,  condemnatory  of  concealment  in  these  cases.  The  profes- 
sion would  not  consider  his  exploratory  incisions  justifiable,  un- 
less he  made  known  the  details  of  his  cases. 

Mr.  B.  Phillips  (who  had  operated  unsuccessfully  in  1840), 
in  energetic  language,  condemned  the  conduct  of  those  who  con- 
tent themselves  with  publishing  their  successful  cases,  leaving 
the  unsuccessful  ones  in  obscurity.  The  forty  or  fifty  explora- 
tory incisions,  unwillingly  mentioned  by  Dr.  Bird,  were,  beyond 
all  doubt,  instances  of  operations  commenced,  but  not  com- 
pleted, on  account  of  attendant  difficulties.  He  thought  that  a 
simple  non-adherent  cyst  might  be  removed  by  extirpation. 

Mr.  Hawkins  would  not  admit  that  the  operation  was  admis- 
sible for  simple  serous  cyst  of  the  broad  ligament.  Tapping 
alone  may  prove  sufficient,  as  the  fluid  re-collects  irregularly 
after  being  thus  evacuated. 

Dr.  Tilt  did  not  think  the  operation  admissible  in  the 
chronic  cases  in  advanced  life  after  the  cessation  of  the  menses. 
In  young  women  it  may  sometimes  be  had  recourse  to. 

Mr.  Lawrence  had  never  seen  or  performed  this  operation, 
and,  unless  he  greatly  changed  his  opinion,  he  never  should.  .  . 
The  tables  furnished  by  Dr.  Lee  were  quite  sufficient  to  place 
ovariotomy  out  of  the  list  of  recognized  surgical  operations. 

The  editor  of  the  London  Medical  Times  (November  16, 
1843,  p.  516)  terms  the  above  an  "  instructive  discussion,  be- 
cause, thanks  to  Dr.  Lee,  it  called  forth  strong  expressions  of 
disapprobation  from  the  Fellows,  and  afforded  some  of  the 
leading  surgeons  of  the  metropolis  an  opportunity  of  publicly 
recording  their  opinions  upon  the  propriety  and  the  safety  of 
the  operation.  ...  It  appears  that  exploratory  cuts,  through 
the  abdominal  parietes,  followed  by  the  introduction  of  the 
finger  among  the  convolutions  of  the  intestines,  for  the  pur- 
pose of  ascertaining  the  condition  of  the  pelvic  viscera,  are  ex- 
tremely common  with  at  least  one — but  we  trust  with  no  more 
than  one — practitioner.  We  do  not  intend  to  let  this  subject 
drop." 
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In  the  following  number  of  the  Medical  Times  (November 
23,  1850,  p.  548)  Dr.  F.  Bird  replied  to  the  notice  above,  by  giv- 
ing his  experience  up  to  that  time.  He  had  removed  thirteen 
large  ovarian  tumors,  of  which  nine  were  successful  cases  and 
four  unsuccessful.  In  another  case  extirpation  could  not  be  ac- 
complished, and  the  patient  died.  He  had  also  made  eighteen 
exploratory  incisions,  and  in  no  case  with  any  bad  results.  The 
latter  were  generally  only  large  enough  to  allow  the  effect  of  the 
diaphragmatic  movement  to  be  observed :  the  thrusting  in  of 
the  finger  among  the  convolutions  of  the  iutestines  being  but  a 
flight  of  fancy  of  the  writer  whose  words  had  been  quoted.  "  It 
is  scarcely  necessary  to  remark  that,  if  an  ovarian  cyst  be  ad- 
herent to  the  parietes,  the  finger  cannot  be  thrust  in  among  the 
convolutions  of  the  intestines ;  or  to  suggest  that  the  position 
of  those  viscera,  in  cases  of  ovarian  tumor,  is  not  in  the  pelvis." 

Dr.  E,.  Lee,  twelve  years  afterward  (1862),  published1  a  short 
supplement  to  his  paper  above  mentioned,  in  which  he  states 
that  he  still  had  reason  to  suspect  that  the  results  of  ovariotomy 
had  been  so  disastrous,  in  spite  of  the  reported  cases,  that  he 
had  not  advised  it  for  the  preceding  eleven  years.  I  have  al- 
ready made  a  short  quotation  from  this  writer,  as  showing  his 
animus  toward  ovariotomy,  od  page  258. 

In  1851-52,  Dr.  F.  Bird  wrote  a  series  of  papers  in  the 
London  Medical  Gazette?  on  the  "  Diagnosis,  Treatment,  and 
Pathology  of  Ovarian  Tumors,"  which  are  very  discriminating 
and  valuable.  To  the  operation,  he  says,  there  still  remained 
the  opposition  of  a  few  "  who  appear  to  value  themselves  upon 
a  perpetual  skepticism  ;  upon  believing  nothing  but  their  own 
senses  ;  upon  calling  for  demonstration  where  it  cannot  possi- 
bly be  obtained,  and  sometimes  upon  holding  out  against  it 
when  it  is  laid  before  them;  upon  inventing  arguments  against 
the  success  of  any  new  undertaking,  and,  where  arguments 
cannot  be  found,  upon  treating  it  with  contempt  and  ridicule." 
He  speaks  of  the  compiler  of  the  latest  tabular  list  of  cases  3 
as  one  "  who  has  neither  gathered  credit  to  himself  nor  con- 
ferred instruction  upon  others,  and  who  must,  by  the  mere  force 

1  "  Medico-Chirurgical  Transactions,"  vol.  xlvi.,  pp.  21,  22. 

2  For  July  19  and  August  2,  1851 ;  March  6,  July  24,  and  August  21,  1852. 

3  That  of  Dr.  R.  Lee,  before  the  Royal  Medical  aud  Chirurgical  Society. 
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of  truth,  be  ultimately  convicted  of  having  wilfully  obscured 
the  inquiry  he  assumed  to  aid,  by  a  humiliating  indulgence  in 
that  restless  spirit  of  detraction,  that  pitiable  and  feral  passion, 
under  whose  power  '  intabescit  videndo  successus  hominum — 
suppliciumque  suum  est,'  and  which  has  marred  and  warped  a 
mind  once  fitted  for  better  things." 

He  distinguished  between  the  serous  cyst  of  the  broad  liga- 
ment and  the  ovarian  cyst,  since  the  former  contains  no  free 
albumen  in  its  fluid ;  and  held  that  it  should  not  be  removed, 
since,  if  tapped,  it  does  not  always  again  refill.  To  the  occa- 
sional occurrence  of  this  class  of  cases  he  attributes  the  appar- 
ent and  rare  success  of  empirical  treatment.  He  accepted 
a  unilateral  enlargement  of  the  abdomen  by  the  tumor,  and 
its  position  on  one  side,  as  a  result  of  adhesions ;  and  stated 
that  an  ovarian  tumor  is  always  in  front  of  all  the  other  ab- 
dominal viscera — even  the  pregnant  uterus  to  the  end  of  term 
— except  the  bladder,  which  lies  in  a  triangular  space  between 
the  tumor  and  the  recti  muscles.  He  states  the  following  im- 
portant diagnostic  points :  Cysts  give  fluctuation,  solid  or  semi- 
solid tumors  give  impulse ;  i.  e.,  the  pressure  by  one  hand  is 
instantly  communicated  to  the  other,  while  in  case  of  fluctua- 
tion an  interval  of  time  is  perceived.  Fluctuation  is  more  de- 
cided in  ascites  in  the  erect  position ;  in  ovarian  cyst,  in  the 
recumbent  posture.  In  the  former,  no  displacement  of  the 
pelvic  viscera  is  observed  (at  least,  none  upward),  while  it  is 
common  in  ovarian  tumor.  The  integuments  of  the  abdomen 
retain  their  natural  appearance  in  the  latter ;  become  smooth, 
tense,  and  shining,  from  the  same  degree  of  intumescence,  in 
the  former. 

I  have  especially  quoted  Dr.  F.  Bird's  writings  on  this  sub- 
ject, from  1843  to  1852,  since  he  labored  more  than  any  one 
else  to  advance  our  knowledge  of  the  pathology  and  the  diag- 
nosis of  ovarian  tumors,  and  because,  both  in  these  respects 
and  as  an  operator,  his  merits  have  been  to  a  great  extent  over- 
looked by  his  countrymen. 

The  effect  of  the  wholesale  denunciation  of  the  operation 
of  ovariotomy  by  the  Royal  Medical  and  Chirurgical  Society 
in  November,  1850,  may  be  inferred  from  the  fact  that,  dur- 
ing the  next  seven  years  (1851  to  1857  inclusive),  there  were  but 
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thirty-five  ovariotomies  in  England,  of  which  also  only  fourteen 
were  successful,  and  twenty-one  proved  fatal.  This  statement 
does  not,  however,  include  Dr.  Clay's  operations,  none  of  which 
had  been  reported  since  1850.     He  had  operated  up  to  August, 

1857,  seventy -nine  times,  and  saved  fifty -five  patients,  accord- 
ing to  a  paper  read  by  him  at  Edinburgh  in  that  month ; 1  a 
degree  of  success  that,  on  becoming  known  generally,  must 
have  convinced  the  most  skeptical. 

Ovariotomy  had,  however,  again  been  discussed  in  the 
Medico-Chirurgical  Society  of  Edinburgh,  in  January  (?),  1857, 
and  the  discussion  reported  in  the  Edinburgh  Medical  Journal 
for  February  of  that  year.  Prof.  Simpson's  argument  in  favor 
of  it  was  opposed  by  Dr.  J.  Matthews  Duncan,  who  also  wrote 
an  article  entitled  "  Is  Ovariotomy  justifiable  ? "  in  the  Lancet, 
in  February,  1857.  Prof.  Simpson  replied  somewhat  severely 
to  Dr.  Duncan  in  the  next  number  of  the  Lancet,  and  Dr.  Dun- 
can subsequently  rejoined  in  two  papers  in  the  same  journal. 

It  was  at  this  crisis  in  the  history  of  ovariotomy,  and  in 
February,  1858,  that  Mr.  T.  S.  "Wells  commenced  his  unprece- 
dented career  as  an  ovariotomist.  He  had  had  charge  of  the 
Samaritan  Hospital,  London,  before  the  Crimean  War,  in  which 
he  served  as  a  surgeon,  and,  resuming  his  hospital  duties  after 
its  close,  several  cases  of  ovarian  disease  came,  in  1857,  under 
his  charge.  Impressed  by  the  uselessness  of  palliative  treat- 
ment, and  the  danger  of  iodine  injections,  while  at  the  same 
time  ovariotomy  had  received  such  a  blow  in  the  metropolis 
from  the  society  just  named,  he  decided  in  December,  1857,  to 
put  the  operation  to  the  test  of  personal  experience,  pledging 
himself  to  make  the  results  fully  known  to  the  profession.  His 
first  attempt  was  not  encouraging.  "Finding  intestines  in 
front  of  the  tumor,  I  was  induced,"  he  remarks,  "  to  close  the 
wound  without  proceeding  further,  on  the  representation  that 
the  tumor  could  not  be  ovarian.  The  patient  recovered  well, 
but  died  four  months  afterward  from  spontaneous  rupture  of  a 
cyst  into  the  peritoneal  cavity,  and  I  had  the  mortification  to 
find  that  the  tumor  might  have  been  easily  removed."  The  fol- 
lowing three  cases  were  successful,  the  first  being  in  February, 

1858.  The  tumor  was  exhibited  at  the  Pathological  Society ; 

1  Tfie  Lancet,  July  24,  1858,  p.  101. 
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the  case  was  fully  reported  in  the  Medical  Times,  and  more 
than  one  writer  has  traced  to  that  case  the  commencement  of 
what  has  been  termed  on  the  Continent  the  revival  of  ovari- 
otomy in  England.1 

Mr.  Wells  read  a  paper  upon  his  first  five  operations  (four  of 
them  being  ovariotomies)  before  the  Royal  Medical  and  Chirur- 
gical  Society  of  London,  in  February,  1859.  This  paper  had  a 
very  great  influence  upon  the  opinion  of  the  profession  in 
England  and  elsewhere,  and  especially  in  London,  where  all 
opposition  to  the  operation  was  soon  afterward  silenced,  and  by 
1860  ovariotomy  was  adopted  throughout  England.  The  prin- 
cipal points  of  this  paper  are  the  following : 

1.  The  incision  should  not  be  unnecessarily  long,  and  the 
fluid  of  the  cyst  should  not  be  allowed  to  enter  the  peritoneal 
cavity. 

2.  The  pedicle  should  be  cut  far  from  the  ligature,  to  pre- 
vent the  latter  from  slipping,  and  the  free  end  of  the  pedicle 
should  be  brought  outside  of  the  cavity  of  the  abdomen. 

3.  In  closing  the  incisions,  the  sutures  should  include  the 
peritonaeum. 

4.  Good  ventilation,  cleanliness,  quiet,  and  the  best  nursing 
possible,  are  necessary  to  success,  which  conditions  cannot  be 
secured  in  the  general  wards  of  large  hospitals. 

Mr.  J.  Hutchinson  performed  his  first  two  ovariotomies,  both 
successful,  in  April  and  August,  1858.a  To  him  the  introduc- 
tion of  the  clamp  for  fixing  the  pedicle  externally  is  due. 

In  1859,  Mr.  Wells  read  another  paper  before  the  Medico- 
Chirurgical  Society,  reporting  three  cases  of  tetanus  occurring 
in  his  practice  within  one  month,  and  two  of  them  after  ovari- 
otomy. 

In  1860,  Dr.  J.  Clay,  of  Birmingham,  published  his  transla- 
tion of  Kiwisch's  lectures  on  "  Diseases  of  the  Ovaries,"  and 
appended  a  statistical  table  including  all  the  ovariotomies  at- 
tempted and  completed  up  to  that  time.  Its  influence  in 
Great  Britain  and  on  the  Continent  in  favor  of  ovariotomy 
was  very  great. 

In  1862,  Mr.  I.  B.  Brown  published  his  work  on  "  Ovarian 

1  "  Medieo-Chirurgical  Transactions,"  vol.  xlvi.,  p.  43. 

2  Medical  Times  and  Gazette,  July  17  and  October  23,  1858. 


HISTORY   OF  OVARIOTOMY   IN   GREAT   BRITAIN.  297 

Dropsy,"  the  only  one  up  to  this  time  in  the  English  language. 
A  second  edition  published  in  1868  contained  his  own  cases  up 
to  that  time,  viz.,  one  hundred  and  eleven  in  all,  of  which  sev- 
enty-six recovered  and  thirty-five  died.  He,  however,  lost  but 
eight  cases  out  of  the  last  forty-nine. 

It  was  at  the  meeting  of  the  Royal  Medical  and  Chirurgical 
Society,  November  22,  1862,  that  Dr.  Robert  Lee  read  the  sup- 
plement, referred  to  on  page  293,  to  his  statistical  table  present- 
ed November  12,  1850  (p.  290).  A  remarkable  discussion  en- 
sued, from  which  quotations  have  been  made  on  page  258. 

The  following  contributions  are  from  Mr.  Wells  since  1860. 
Those  of  Dr.  Tyler  Smith,  Mr.  Bryant,  and  others,  and  other 
statistical  papers,  will  be  referred  to  farther  on. 

In  December,  1862,  Mr.  Wells  read  before  the  Medical  and 
Chirurgical  Society *  a  paper  on  the  "  History  and  Progress  of 
Ovariotomy  in  Great  Britain,"  and  from  which  I  derive  the 
facts  before  stated  which  are  personal  to  himself.  To  this  pa- 
per he  appended  a  table  of  his  first  fifty  cases  of  ovariotomy, 
besides  three  in  which  ovariotomy  was  not  completed,  and 
three  cases  in  which  an  exploratory  incision  was  made.  He 
also  mentions  another  case  in  which,  being  doubtful  as  to  the 
diagnosis,  he  found,  on  opening  the  abdominal  cavity,  a  uterine 
fibroid,  and  removed  it.  His  statistics  will  be  referred  to  here- 
after. In  this  paper  he  gives  the  rule  that  "  the  better  the  gen- 
eral health  of  the  patient,  and  the  smaller  the  injury  done  to 
any  diseased  part,  the  greater  is  the  probability  of  success," 
and  insists  on  keeping  the  room  of  the  patient  cool,  and  well 
ventilated,  besides  the  avoidance  of  large  doses  of  opium,  un- 
less necessary  to  control  pain.  After  speaking  of  the  present 
perfect  health  of  the  patients  he  had  cured  by  the  operation, 
he  closes  with  an  appeal  to  the  Fellows  of  the  Society  to  deter- 
mine whether  an  operation  which  has  led  to  such  results  is 
still  to  be  stigmatized  as  unjustifiable. 

Mr.  Wells  gave  to  the  Medical  and  Chirurgical  Society  a 
second  series  of  fifty  cases  of  ovariotomy,  with  remarks  on  the 
selection  of  cases  for  the  operation;2  and  a  third  and  fourth 
series  of  fifty  cases,  with  remarks  on  the  situation  and  length 

1  "  Medico-Chirurgical  Transactions,"  vol.  xlvi.,  pp.  43-46. 

2  Ibid.,  vol.  xlviii.,  p.  215. 
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of  incision  required  in  ovariotomy,  in  1867.  His  third  series 
of  one  hundred  cases  he  presented  in  1869,  and  his  fourth  series 
of  one  hundred  cases  was  published  in  1871.1  I  shall  frequent- 
ly have  occasion  to  refer  to  these  and  still  other  papers  in  the 
following  chapters.  He  published  the  first  volume  of  his  cases 
of  ovariotomy  in  1865. 

I  should,  however,  add  that  the  operation  was  vehemently 
denounced  by  several  of  the  physicians  of  London,  especially 
by  Drs.  H.  Davis,  Savage,  Chas.  West,  and  Dr.  Robert  Lee. 
These  opponents  were  answered  by  Prof.  Simpson  in  his  lec- 
tures on  the  "  Diseases  of  Women."  Most  of  the  surgeons  of 
London  also  at  first  denounced  it,  and  especially  Mr.  Liston, 
whose  language  I  have  already  quoted.  Since  1860,  however, 
Dr.  Davis  and  Dr.  West  have  been  among  the  stanchest  advo- 
cates of  the  operation  ;  and  Mr.  Fergusson  has  expressed  him- 
self as  follows  : 2  "  My  personal  experience  in  the  operation 
last  referred  to  has  been  comparatively  limited;  yet,  though 
prejudiced  against  it  in  my  early  education,  I  now  feel  bound 
to  state  that  the  removal  of  such  formidable  disease  by  one  or 
other  of  the  various  proceedings  at  first  executed  in  this  country 
by  Mr.  Lizars,  and  now  practised  by  Dr.  Clay,  Dr.  Bird,  Mr. 
I.  B.  Brown,  Mr.  Walne,  and  others,  is  not  only  justifiable,  but 
in  reality,  in  happily-selected  cases,  an  admirable  proceeding." 

Of  several  papers  on  ovariotomy  which  have  been  published 
in  the  Transactions  of  the  Obstetrical  Society  of  London  since 
its  foundation  in  1859,  only  the  titles  can  here  be  given  : 

1.  "  Ovariotomy ;  with  Cases,  and  Remarks  on  the  Differ- 
ent Steps  of  the  Operation,  and  the  Causes  of  its  Mortality," 
by  W.  Tyler  Smith,  M.  D.,  F.  R.  C.  P.,  vol.  iii.  (1861),  p.  41. 

2.  "  On  Ovariotomy ;  the  Mode  of  its  Performance,  and  the 
Results  attained  at  the  London  Surgical  Home,"  by  I.  Baker 
Brown,  F.  R.  C.  S.,  vol.  iv.  (1862),  p.  59. 

3.  "  Observations  on  Ovariotomy,  Statistical  and  Practical," 
etc.,  by  Charles  Clay,  M.  D.,  Manchester,  vol.  v.  (1864),  pp. 
53-66. 

4.  "  On  some  Cases  of  Ovariotomy,  with  Remarks,"  by 
Thomas  Bryant,  F.  R.  C.  S.,  vol.  vi.  (1865),  pp.  35-60.     Mr. 

1  "  Medico-Chirurgical  Transactions,"  vols.  1.,  Iii.,  and  liv. 

2  "  A  System  of  Practical  Surgery,"  3d  edition,  p.  792. 
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Bryant  also,  in  1867,  published  a  very  valuable  pamphlet  con- 
taining the  statistics  of  nine  hundred  completed  ovariotomies, 
and  from  which  he  deduces  several  important  practical  conclu- 
sions. 

5.  "  On  a  New  Method  of  securing  the  Pedicle  in  Ovari- 
otomy," by  I.  B.  Brown,  Esq.,  F.  K.  C.  S.,  vol.  vii.  (1866),  p.  28. 


SECTION  IV. 

OVABIOTOMY   IN   FKANCE. 

We  have  seen  that  Delaporte  was  the  first  in  France  to 
propose  ovariotomy,  in  1774,  and  that  his  ideas  were  defended 
before  the  Royal  Academy  of  Surgery,  by  Morand ;  but  the 
memoir  of  M.  Hevin  opposed  the  views  of  Morand,  and  the 
operation  was  not  again  seriously  proposed  till  1798,  by  Cham- 
bon  (p.  234). 

Nothing  favorable  to  ovariotomy  was  published  in  France, 
excepting  the  thesis  by  Samuel  Hartmann  d'Escher,  in  1808,  up 
to  the  year  1841.  Sabatier  had  opposed  the  operation  by  every 
imaginable  argument.1  Boyer  considered  its  feasibility  an  illu- 
sion, and  says  :  "  The  least  reflection  suffices  to  show  the  dan- 
ger and  the  impossibility  of  this  operation,  which  has  not  been 
practised,  and  probably  never  will  be."  a  Thus  Chambon  and 
an  undergraduate  of  Montpellier  were  the  only  individuals  since 
Morand  who  had  dared  commend  it.  Yelpeau,  indeed,  in  1840, 
advises  extirpation  of  an  ovarian  cyst  in  well-determined  cases, 
i.  e.,  when  the  tumor  is  movable,  is  not  adherent  to  any  part  or 
organ,  and  has  a  slender  pedicle.3  But  he  reconsidered  all  this 
seven  years  afterward. 

In  July,  1844,  M.  A.  Chereau  published  a  memoir,4  in  which 
he  reported  sixty-five  operations,  of  which  forty-two  were  suc- 
cessful. It,  however,  had  no  influence  in  diminishing  the  de- 
nunciations of  ovariotomy  by  the  profession  at  large. 

The  first  operation  of  ovariotomy  in  France  was  performed 

1  "Medecine  Operatoire,"  Ed.  Dupuytren,  vol.  ii.,  p.  503. 

2  "  Maladies  Chirurgicales,"  vol.  viii.,  p.  458. 

3  "Traite  de  Medecine  Operatoire,"  tome  iv.,  p.  24.  Dictionnaire  en  trente  vo- 
lumes, tome  xxii.,  Article,  Ovaire,  p.  594. 

4  Journal  des  Connaissances  Medico- Chirurgicales,  Juillet,  1844. 
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April  29,  1814,  by  Dr.  Woyerkowsky,  of  Quingez  (Doubs).  It 
was  a  case  of  ovarian  cyst,  weighing  about  seven  pounds,  com- 
plicated with  ascites.  The  patient  was  cured  in  twenty-five 
days,  and  afterward  had  two  children.1  The  same  year  M. 
Rigaud,  of  Strasbourg,  attempted  ovariotomy,  but  did  not  re- 
move the  tumor,  apparently  from  mere  timidity,  and  the 
woman  died  of  peritonitis  on  the  fourth  day.2 

On  September  15,  1817,  the  second  operation  of  ovariotomy 
in  France  was  performed  by  M.  Yaullegeard,  of  Conde-sur- 
Noireau  (Calvados).  The  patient,  a  young  woman  twenty-five 
years  old,  had  an  ovarian  tumor  weighing  eighteen  pounds, 
complicated  with  ascites,  and  in  three  years  had  been  tapped 
fifty-two  times  for  the  ascites,  each  tapping  affording  from  fifty 
to  sixty  pounds  of  fluid.  She  had  recovered  twenty-five  days 
after  the  operation.8  It  was  in  this  year  that  Yelpeau  pro- 
nounced against  ovariotomy,  regarding  it  as  an  indication  of 
foolishness  and  an  act  of  madness.4  In  1848,  Maisonneuve  per- 
formed ovariotomy  at  the  Hopital  Cochin.  The  patient  died 
twenty-two  hours  after  the  operation.6  Thus  ovariotomy  had 
been  performed  but  three  times  in  France  before  1850,  though 
twice  with  success.  In  1852,  M.  Back,  of  Strasbourg,  unsuc- 
cessfully performed  ovariotomy.6  Jobert  (de  Lamballe)  did  the 
same  in  1856. 7 

This  record  brings  us  to  the  winter  of  185 6-' 5 7,  rendered 
famous  in  the  annals  of  ovariotomy,  especially  for  France  and 
Germany,  as  has  been  seen  (p.  256),  by  the  renowned  discussion 
upon  this  operation  by  the  Academy  of  Medicine  of  Paris. 

Up  to  this  time  ovariotomy  had  been  completed  but  four 
times  in  France — twice  successfully  and  twice  unsuccessfully. 
It  had  been  attempted  by  M.  Rigaud,  of  Strasbourg,  but  not 
completed,  though  the  autopsy  showed  every  thing  to  have 
been  most  favorable  for  a  success.  Everybody  seemed,  how- 
ever, to  have  forgotten  the  successes  of  Woyerkowsky  and  Vaul- 

1  Journal  de  Medecine  etde  Chirurgie  Pratique,  Paris,  184V. 

2  Gazette  Medicate  de  Strasbourg,  1852.  , 

3  Journal  des  Connaissa?ices  Medico- Chirurgicales,  Juin,  1848. 
*  Gazette  des  Hopitaux,  No.  99,  1847. 

6  "Bulletin  de  la  Societe  de  Chirurgie,"  tome  ii.,  1849. 

6  Gazette  Medicate  de  Strasbourg,  1852,  p.  424. 

7  Bulletin  de  VAcademie  de  Medecine,  1856,  No.  18,  tome  xxii.,  p.  142. 
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legeard,  though  achieved  only  twelve  years  before,  and  no  allu- 
sion was  made  to  them  in  the  discussion  by  the  Academy. 

Meantime,  in  this  country  the  operation  had  been  per- 
formed, up  to  the  close  of  1856,  ninety-seven  times,  and  fifty- 
four  times  successfully ;  in  England,  one  hundred  and  twenty- 
three  times,  with  seventy-one  recoveries  ;  and  in  Germany, 
forty -seven  times,  with  but  thirteen  cures  and  thirty -four 
deaths.  Dr.  Clay,  of  Manchester,  had  had  forty  cases  of  com- 
pleted ovariotomy,  and  had  saved  twenty-seven  of  his  patients. 

In  these  circumstances  it  is  not  at  first  easy  to  account  for 
the  opposition,  and  even  the  virulence,  manifested  so  generally 
by  the  members  of  the  French  Academy  of  Medicine  against 
this  operation.  The  discussion  on  ovarian  cysts  and  their 
treatment  was  commenced  in  October,  1856,  and  continued 
till  the  next  February ; x  and  the  following  members,  half  of 
them  eminent  surgeons,  participated  in  it :  Yelpeau,  Cruveil- 
hier,  Cloquet,  Jobert  (de  Lamballe),  Malgaigne,  Huguier,  Gue- 
rin,  Gimelle,  Trousseau,  Piorry,  Moreau,  Robert,  Barth,  and 
Cazeaux.  With  a  single  exception,  all  these  gentlemen  con- 
demned ovariotomy  as  a  rash,  unjustifiable  procedure.  I  will 
quote  from  several  of  the  surgeons  just  mentioned ; 2  merely 
premising  that  Piorry,  a  physician,  admitted  that  "  in  certain 
circumstances  we  might  attempt  the  excision  of  ovarian  tu- 
mors ;  but  to  do  this  one  must  possess  an  American  audacity  " 
(une  audace  Americaine). 

Malgaigne. — "  A  great  deal  has  been  said  in  America  and 
in  France  respecting  the  extirpation  of  ovarian  cysts ;  an  opera- 
tion too  radical,  as  it  seems  to  me,  and  of  a  nature  to  place 
patients  too  absolutely  beyond  all  resource.  .  .  .  The  alleged 
statistics  prove  nothing.  All  know  what  statistics  are  worth 
when  all  the  successes  are  collected,  and  the  reverses  are 
omitted." 

Cruveilhier. — "  There  is  no  curative  treatment  for  multiloc- 
ular  cysts,  for  there  can  be  but  one  method  of  cure,  and  that 
by  extirpation.     And  although  this  operation  may  be  invited 

1  Reported  in  the  Bulletin  de  VAcadhnie  Imperiale  from  October,  1856,  to  Febru- 
ary, 185V. 

2  Sessions  of  November  6,  13,  and  20,  1856.     Bulletin  de  V Academic  Imperiale, 
tome  xxii.,  p.  25. 
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to  some  degree,  by  the  isolation  of  the  cyst,  the  perfect  integ- 
rity of  the  surrounding  organs,  and  the  facility  of  the  operative 
procedure,  although  it  has  been  performed  quite  a  large  num- 
ber of  times  with  success,  especially  in  England  and  in  America, 
I  do  not  think  that  this  daring  operation  should  be  allowed  a 
citizenship  in  France.1  Success  does  not  always  justify  rash 
proceedings." 

Huguier. — "  In  spite  of  the  statistics,  we  reject  it  in  a  man- 
ner almost  absolute." 2 

Jobert  (de  Lamballe). — "  Extirpation  is  a  very  dangerous 
operation,  which  should  very  rarely  be  resorted  to."  3 

Velpeau. — "  The  extirpation  of  diseased  ovaries  is  a  fright- 
ful operation,  which  ought  to  be  proscribed,  even  though  the 
cures  announced  were  real."  4 

Moreau. — "  For  myself,  I  think  this  operation  should  be 
placed  among  the  prerogatives  of  the  executioner."  5 

Eminent  as  all  these  speakers  were,  as  mere  surgeons,  they 
were  scarcely  qualified  to  decide  the  question  before  them  at 
all,  and  certainly  not  without  the  most  careful  examination. 
Malgaigne's  invidious  accusation  was  not  sustained  by  the  facts ; 
while  the  conclusions  of  Cruveilhier  were  inconsistent  with  his 
own  admissions  respecting  the  success  of  the  operation  and  the 
absolute  inefficiency  of  every  other  mode  of  treatment.  "A 
single  one,  however,  of  the  participants  in  that  discussion  had 
a  special  right  to  speak  with  authority  on  that  subject.  His 
special  studies  and  his  constant  acquaintance  in  practice  with 
the  nature  and  progress  of  ovarian  tumors  qualified  him  to 
hold  an  intelligent  opinion  on  this  subject.  I  allude  to  the 
distinguished  surgeon-accoucheur  Cazeaux,  whose  voice  alone 
was  raised  in  defence  of  the  operation,6  and  who  closed  his 
remarks  as  follows :  "  Finally,  is  there  nothing  better  to  be 
done  in  these  unfortunate  cases  than  to  abandon  patients  to  a 
certain  death  %  .  .  .  I  will  only  touch  upon  this  question,  for  I 
know  that  my  answer  will  meet  with  but  little  sympathy  in 
this  circle,  and  that,  to  justify  it,  I  should  be  obliged  to  speak 

1  Bulletin  de  VAcademie  Imperiale,  tome  xxii.,  p.  90.  2  Ibid.,  p.  113. 

3  Ibid.,  p.  154.     His  unsuccessful  case  was  reported  in  the  Bulletin  ten  pages 
bsfore  these  remarks. 

4  Ibid.,  p.  220.  6  Ibid.,  p.  226.  6  "  Monograph  on  Ovariotomy,"  p.  45 
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too  much  at  length.  But  I  will  not  leave  this  stand  without 
protesting  against  the  anathema  hurled  by  several  speakers 
against  extirpation  of  the  ovaries.  ...  I  believe  that,  before 
proscribing,  we  should  examine,  and  that  a  sufficiently  serious 
examination  has  not  yet  been  made.  .  .  .  Reserved  for  multi- 
locular  and  areolar  cysts,  for  those  whose  fluid  is  albuminous  or 
gelatinous,  I  do  not  hesitate  to  declare  my  conviction  that  the 
operation  is  fully  justifiable. 

"Do  not  forget,"  he  added,  "that  I  speak  of  an  ovarian 
cyst,  and  one  of  the  worst  kind ;  that  when  these  malign  tu- 
mors have  acquired  a  large  size  they  kill  in  a  very  short  time, 
and  that,  before  killing,  they  produce  such  sufferings  that,  to 
many  of  these  unfortunates,  death  seems  preferable  to  life. 
Now,  in  these  circumstances,  an  operation  is  proposed  which 
has  already  had  numerous  successes,  and  you  reject  it  with 
disdain.  Well,  I  assert  that  your  indignation  is  not  legitimate, 
and  that  you  have  no  right  not  to  instruct  families  as  to  the  re- 
sources it  affords  to  patients  suffering  thus.  Every  day  sur- 
geons are  performing  operations  quite  as  grave,  for  diseases 
whose  symptoms  are  not  more  pressing."  1 

If  I  add  that  this  opinion  was  at  the  time  worth  more  than 
all  the  others  expressed,  the  grounds  of  such  an  assertion  have 
already  been  given.  It  was  but  a  repetition  of  the  experience 
of  the  first  reports  of  cases  of  ovariotomy  by  Dr.  McDowell. 
When  they  reached  Philadelphia,  Dr.  Physic,  the  great  surgeon 
of  that  time,  would  not  deign  to  notice  the  cases,  or  justify  the 
operation.  But  Dr.  James,  the  Professor  of  Obstetrics  in  the 
University  of  Pennsylvania,  at  once  perceived  the  great  advance 
made  by  this  operation,  and  published  the  report  in  a  journal 
of  which  he  was  one  of  the  editors.2  Dr.  J.  Blundell  befriended 
Dr.  Clay  and  the  operation  from  the  first.  It  is  also  a  pertinent 
fact  in  this  connection,  that  not  a  single  member  of  the  Obstet- 
rical Society  of  London  has  raised  an  objection  to  the  principle 
of  ovariotomy ;  though  several  of  them  were  for  years  opposed  to 
it  (among  them,  Dr.  Hall  Davis,  Dr.  West,  Dr.  Savage,  and  Dr. 
W.  Tyler  Smith),  until  they  became  acquainted  with  the  facts.8 

In  contrast  with  their  French  confreres,  the  English  provin- 
cial surgeons  early  accepted  the  operation  of  ovariotomy,  as  we 

1  Loc.  cit.,  p.  181.  *•  Eclectic  Repertory,  1817.  s  "Monograph,"  p.  45. 
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have  seen  ;  though  those  of  the  metropolis  generally  remained 
indifferent  rather  than  decidedly  opposed  to  it.  Those,  how- 
ever, who  took  part  in  the  discussion  before  the  Poyal  Medical 
and  Chirurgical  Society,  in  December,  1850,  were  only  more 
mild  and  rational,  but  not  less  decided,  in  their  opposition  to 
ovariotomy  than  the  surgeons  of  Paris,  just  named.  But  within 
six  years  after  the  discussion  in  Paris,  and  twelve  years  subse- 
quently to  that  of  the  Medical  and  Chirurgical  Society,  the  oppo- 
sition of  the  London  Surgeons  had  ceased.  In  1863,  Mr.  Csesar 
Hawkins,  who  had  once  operated  himself,  and  had  afterward 
oj3posed  the  operation,  stated  that,  "  with  the  exception  of  those 
who  had  made  this  class  of  disease  a  specialty,  not  three  of  the 
leading  surgeons  of  London  have  said  any  thing  for  or  against 
this  operation."  l  The  reason  for  this,  as  stated  by  Mr.  Curl- 
ing, that  "  hospital  surgeons  can  speak  only  from  a  limited  ex- 
perience," had  certainly  not  influenced  the  expressions  of  the 
Faculty  of  Paris,  in  1857. 

It  is  not  surprising  that  the  wholesale  denunciation  of  ovari- 
otomy which  I  have  quoted,  from  the  highest  and  most  influ- 
ential medical  tribunal  in  France,  should  have  checked  its  prog- 
ress ;  and  thus  we  find  that  for  the  next  five  years,  or  up  to  the 
commencement  of  1862,  only  three  more  attempts  at  ovari- 
otomy were  made  in  that  country.  These  were  by  Hergott 
and  Michel,  in  November,  1858  ; 2  Boinet,  in  February,  1859 ; 3 
and  Pichard,  in  April,  1861.4     All  of  these  were  fatal  cases. 

A  writer  in  the  London  Medical  Times  and  Gazette 5  re- 
marks, in  regard  to  the  action  of  the  profession  generally  in 
France  at  this  time,  and  of  the  surgeons  of  London  a  few  years 
before,  that  "  we  need  not  say  much,  however,  for  never  did 
operation  meet  with  more  opponents  than  did  this  in  our  own 
country ;  and  it  is  a  notable  instance  of  what  individual  per- 
severance may  do  in  forcing  benefits  on  unwilling  recipients." 

In  1856,  M.  CI.  Bernard  published  a  paper  in  the  "Archives 
Generates  de Medecine"  6  which  took  a  more  encouraging  view 
than  the  Academy  expressed ;  and  the  denunciations  of  the  lat- 
ter were  in  a  degree  neutralized  by  the  appearance,  in  1860, 

1  The  Lancet,  June,  1863,  pp.  340,  528.   4  Gazette  Hebdomadaire,  1862,  p.  531. 
s  Gazette  Medicate  de  Strasbourg,  1859.     6  September  3,  1865,  p.  260. 
3  Gazette  des  Hopitaux,  1859,  p.  571.         6  Octobre,  1858. 
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of  M.  Jules  "Worms' s  memoir,  soon  again  to  be  referred  to. 
Thus  some  of  the  younger  surgeons  at  least  were  induced  to 
reconsider  their  former  opinions ;  and,  in  the  autumn  of  1861, 
Nelaton  visited  London  in  order  to  witness  the  operations  of 
T.  S.  Wells  and  I.  B.  Brown,  and  gave  special  attention  to  the 
mode  of  operating  and  the  after-treatment.  He  returned  full 
of  enthusiasm,  and  on  the  25th  of  October  gave  a  lecture,  at  the 
Hopital  des  Cliniques,  on  the  five  operations  he  had  seen  per- 
formed by  the  latter.  He  made  an  energetic  appeal  to  the 
surgeons  present,  and  urged  them  to  lay  aside  the  exaggerated 
fears  of  this  operation 2  which  they  had  before  entertained. 

The  combined  effects  of  the  two  causes  just  mentioned  now 
became  apparent  in  the  increased  number  of  operations.  De- 
marquay  operated  in  February,  1862  ;  but  the  patient  died 
three  days  afterward.  Fourteen  other  operations  followed  in 
the  same  year,  of  which  eight  were  successful.  Kosberle,  of 
Strasbourg,  whose  first  operation  was  on  June  2,  1862,  per- 
formed four  operations ;  Nelaton,  three,  the  first  being  on 
June  17,  1862  ;a  A.  Richard,  two;  and  Demarquay,  Parisse 
(de  Lille),  Desgranges,  Boinet,  and  Maisonneuve,  one  each. 

In  1863  twenty  operations  were  performed  in  France  ;  nine 
of  these  by  beginners,  viz.,  Yalette  (de  Lyon),  Landouzy,  Lutton, 
Daviers  (d' Angers),  Huguier,  disco,  Gosselin,  Regnault  (de 
E-ennes),  and  Lacroix  (de  Beziers).  Of  these,  only  five  suc- 
ceeded. Up  to  December,  1863,  there  had  been  but  twenty-six 
ovariotomies  in  France,  of  which  only  twelve  were  successful 
(46.15  per  cent.). 

Thirteen  operations  were  performed  in  1864,  of  which  nine 
succeeded.  The  new  operators  were  Serre  (d'Alais),  Berrut 
(de  Marseille),  and  Pean,  who  had  his  first  operation  in  Novem- 
ber of  this  year.  The  year  1865  gives  twenty-one  operations, 
and  twelve  successes ;  and  the  beginners  this  year  were  Gayet 
(de  Lyon),  Richet,  Leroux  (de  Versailles),  Labbe  (Leon),  Courty 
(de  Montpellier),  Sims,  and  Aubree  (de  Rennes).  Eleven  cases  are 
reported  for  1866,  and  only  five  recovered.  The  first  operations 
were  performed  by  Dolbeau,  Despres,  and  Dubarry.     During 

1  Boinet,  pp.  308-310. 

2  All  went  on  well  with  this  case  till  the  fourteenth  day  ;  but  in  the  third  week 
death  ensued  from  tetanus.  M.  Duchambre  remarks  of  it  in  the  Gazette  Mehdoma- 
daire,  "  The  patient  of  M.  Nelaton  died  cured." 

20 
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the  first  three  months  of  the  year  1867,  ovariotomy  was  per- 
formed five  times  in  France,  with  but  two  successful  results.  The 
first  operations  were  performed  by  Giraldes  and  Closmadeuc. 

Here  ends  the  list  afforded  by  the  table  of  Boinet  (pp.  326- 
330).  His  summary  for  France  up  to  March  31,  1867,  gives 
one  hundred  and  twenty-two  operations  of  ovariotomy,  and 
forty-nine  recoveries,  with  seventy-three  deaths. 

Rejecting,  as  we  should,  Laumonier's  case,  Rigaud's  case 
(unfinished),  Boinet's  first  case  (degenerated  fibroid),  Koeberle's 
case  of  uterine  fibroma,  Boinet's  case  of  nterine  fibroid,  in 
1865,  and  Maisonneuve's  case  (unfinished),  1866 — we  have  one 
hundred  and  sixteen  reported  cases,  with  forty-seven  recoveries 
and  sixty-nine  deaths,  for  France,  up  to  April  1,  1867. 

Up  to  July,  1868,  M.  Pean  reported  that  of  his  last  ten 
operations,  all  of  them  difficult  cases,  seven  had  recovered  and 
three  died.  Two  of  the  patients  who  died  were  seventy  years 
old.1  During  1870  and  1871  he  had  thirty-two  operations,  and 
twenty-six  recoveries.2  In  August,  1868,3  Koeberle  had  oper- 
ated sixty-nine  times,  with  forty-three  successes  and  twenty- 
one  deaths.  He  has,  therefore,  achieved  for  France  a  success 
of  66.67  per  cent,  against  46.15  per  cent,  at  the  end  of  1863. 

Not  less  than  one  hundred  and  ninety  ovariotomies  had 
been  performed  in  France  up  to  the  commencement  of  1870, 
and  all  but  seven  of  them,  as  we  have  seen,  since  the  com- 
mencement of  1862.  The  causes  of  the  bad  success  of  this 
operation  in  France  will  be  considered  in  a  subsequent  chapter. 

From  the  preceding  sketch,  we  are  not  to  expect  that  the 
literature  of  our  present  subject  has  been  cumulative  in  France, 
till  since  1860.  I  have  alluded  to  the  ideas  of  Delaporte, 
Hevin,  and  Chambon,  in  the  last  century,  and  now  refer  more 
particularly  to  other  authors,  some  of  whom  have  been  already 
mentioned. 

M.  Corbin  wrote  on  this  subject  in  the  Gazette  Medicate  de 
Paris,  tome  i.,  1830.  M.  Cazeaux  presented  his  thesis  in  1844. 
In  July,  1844,  M.  A.  Chereau  published  his  memoir  in  the 
Journal    des    Connaissances  Medico- Chirurgicales,      collating 

1  American  Journal  of  Medical  Sciences,  July,  1868. 
s  Medical  Press  and  Gazette,  December  2,  1871. 
3  Gazette  Hebdomadaire,  No.  32,  1868,  p.  498. 
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sixty-five  cases  of  ovariotomy  from  all  sources,  of  which  forty- 
two  were  successful.  His  "  Esquisse  Historique  de  l'Ovarioto- 
mie"  appeared  in  the  Union  Medicate,  for  October,  1847.  The 
thesis  of  M.  Cazeaux  was  published  in  1844  (Paris) ;  that  of 
M.  Maisonneuve  in  1850  ;  and  of  M.  Desormeaux  in  1853. 

M.  CI.  Bernard's  paper,  already  referred  to,  appeared  in  the 
Archives  Generates  de  Medecine,  in  October,  1856.  In  the 
winter  of  1856-57,  occurred  the  famous  discussion  in  the 
French  Academy  of  Medicine  (p.  301).  M.  Bauchet  presented 
his  memoir  to  the  Academy  of  Medicine  in  1858. 

In  1860  the  memoir  of  M.  Jules  "Worms  "  Sur  l'Extirpa- 
tion  des  Tumeurs  cystiques  de  l'Ovaire,"  appeared  in  the  Gazette 
Hebdomadaire  de  Medecine  et  de  Chirurgie  (pp.  642,  658,  690, 
741,  804).  Being  equally  familiar  with  the  French,  German, 
and  English  languages,  a  good  observer,  and  a  highly-educated 
physician,  M.  Worms  conscientiously  applied  himself  to  the 
inquiry  respecting  the  actual  results  which  had  been  achieved 
by  ovariotomy,  especially  in  England,  and  after  much  labor  he 
arrived  at  the  conclusion  that  ovariotomy  is  a  valuable  surgical 
resource,  and  that  it  would  doubtless,  at  some  day,  save  many 
lives  in  France.  In  this  year,  also,  M.  Boinet  published  his 
"  Iodotherapie,"  in  which  he  gave  his  experience  up  to  that 
time  in  the  treatment  of  ovarian  cysts  by  iodine-injections. 

The  following  contributions  to  the  subject  of  ovariotomy 
appeared  in  France  in  1862  :  Oilier,  Gazette  Medicate  deLyon  / 
Pihan-Dufeillay,  Archives  Generates  de  Medecine  •  Gentil- 
homme,  Gazette  Medicate  de  Paris  •  Labalbarie,  "  De  l'hydro- 
varie,"  Paris  ;  Leon  Le  Fort,  Gazette  Hebdomadaire. 

During  1863,  M.  Courty,  of  Montpellier,  published  his  "  Ex- 
cursion Chirurgicale  en  Angleterre,"  and  Gaillardot  his  "  These 
de  Paris."  The  Thesis  of  Raphael  Herrera  Yegas,  "  Sur  les 
Kystes  de  l'Ovaire  et  l'Ovariotomie,"  was  published  in  1864. 
It  is  a  quarto  of  one  hundred  and  ninety-eight  pages,  and  gives 
a  very  clear  and  satisfactory  view  of  the  whole  subject  up  to 
that  time,  the  author  having  himself  witnessed  the  practice  of 
Mr.  T.  S.  "Wells  and  I.  B.  Brown. 

Kceberle,  of  Strasbourg,  who  commenced  his  career  as  an 
ovariotomist  in  1862,  published  his  paper  "  De  l'Ovariotomie," 
and  reported  his  first  twelve  cases,  with  nine  successes,  in  1865  ; 


308  OVARIAN  TUMORS  AND   OVARIOTOMY. 

and  to  him  more  than  to  any  other  French  surgeon  the  general 
ackvption  of  ovariotomy  in  France  by  the  year  1865  is  due.  He, 
of  all  the  surgeons  of  that  country,  has  the  most  carefully  and 
conscientiously  weighed  and  thought  out  all  the  points  of  the 
diagnosis,  and  of  the  operation  of  ovariotomy  itself.  He  does 
not,  and  need  not,  hesitate  to  claim  some  considerable  credit 
for  himself.  "  Denounced  for  a  long  time,"  says  he,  of  ovari- 
otomy, "  it  has,  nevertheless,  ended  by  establishing  itself  gradu- 
ally in  France  since  the  impulse  given  by  my  operations." 1 
This  paper,  and  his  report  of  his  first  sixty-nine  cases  in  the 
Gazette  Hebdomadaire  de  Medecine  et  de  Chirurgie  for  August, 
1868,  will  be  referred  to  in  subsequent  pages. 

A  reviewer  of  M.  Kceberle"  s  statistics,  in  the  Edinburgh 
Medical  Journal,  October,  1868,  remarks  that  he  indulges  in 
"  a  license  in  comparison  of  himself  with  others,  and  in  boast- 
ful sentiments,  which  we  think  somewhat  unbecoming  as  well 
as  unfounded.  M.  Kceberle  has  cooked  his  own  and  Mr. 
Wells's  statistics  so  as  to  show  himself  to  be  superior  to 
Wells.  But  Kceberle  lost  twenty-four  patients  in  sixty-nine 
operations ;  Wells  lost  twenty-eight  in  his  second  one  hundred 
operations ;  and  Dr.  Keith,  fourteen  in  sixty-five :  Kceberle  one 
in  2f-,  Wells,  one  in  3^- ;  and  Keith,  one  in  five.  No  ingenuity 
can  get  over  this  hard  and  dry  statement.  .  .  .  Kceberle  may 
be,  as  himself  thinks,  the  best  ovariotomist  in  the  world.  We 
have  only  shown  that  he  has  not  afforded  the  world  grounds 
sufficient  to  establish  a  conclusion  so  unlikely,  so  unexpected, 
and,  so  far  as  we  can  see,  so  unfair  to  his  contemporaries  in 
London  and  Edinburgh"  (p.  356). 

Among  his  compatriots,  however,  M.  Kceberle  had  not  over- 
estimated his  own  merits. 

In  1866,  M.  Negroni  published  his  "Apergu  de  l'Ovari- 
otomie ; "  and  M.  Caternault,  his  "  Essai  stir  la  Gastrotomie  ; " 
each  of  them  a  "  These  de  Paris." 

In  1867,  Boinet  published  his  "  Traite  pratique  des  Maladies 
des  Ovaires  et  de  rOvariotomie,"  the  first  complete  work  on 
the  subject  in  the  French  language,  and  which  I  have  already 
frequently  referred  to. 

1  "  Operations  d'Ovariotomie,"  1865. 
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SECTION  V. 

OTAEIOTOMY   IN   GERMANY. 

Whether  the  report  of  Dr.  McDowell's  first  three  cases  of 
ovariotomy,  published  in  1817  as  we  have  seen,  had  been  read 
by  any  of  our  German  confreres,  does  not  appear ;  but  it  is  cer- 
tain that,  in  less  than  two  years  thereafter  (in  May,  1819),  Dr. 
Chrysmar,  of  Isny,  Wiirtemberg,  performed  this  operation  for 
the  first  time  in  Europe,1  and  six  years  before  the  first  attempt 
of  M.  Lizars.  Dr.  Chrysmar  also  repeated  the  operation  twice 
more  before  the  end  of  the  year  1820.  The  first  operation  was 
unsuccessful.  The  second,  in  1820,  was  performed  in  fifteen 
minutes ;  the  patient  recovered,  and  two  years  afterward  had  a 
child  at  full  term.     The  third  case  (1820)  was  unsuccessful.2 

Dutoit 3  remarks  that  the  history  of  ovariotomy  in  Germany 

1  The  three  operations  of  Dr.  Chrysmar  were  reported  not  by  himself,  but  by  Dr. 
Hopfer,  of  Biberach,  who  assisted  him  in  their  performance,  and  who  states  that 
Chrysmar  told  him  he  had  previously  operated  twice,  and  once  successfully.  Dr. 
Hopfer  claims  that  Dr.  Chrysmar  was  the  first  German  surgeon  who  ever  performed 
ovariotomy,  but  does  not  state  that  the  idea  was  original  with  him.  He  ends  his 
report  of  the  cases  with  a  brief  biographical  sketch  of  Dr.  Chrysmar,  who  died  in 
1821,  at  the  age  of  forty-seven  years;  from  which  it  appears  that  he  was  fully  com- 
petent to  carry  into  practice  the  idea  of  the  extirpation  of  ovarian  cysts  so  often 
suggested  before,  as  I  have  shown. 

Dr.  Chrysmar  was  born  in  Wurzach,  in  17*74,  of  indigent  parents,  but  at  an  early 
age  manifested  great  intellect  and  mastered  the  Latin  and  the  German  languages. 
At  the  age  of  sixteen  he  went  to  Vienna  as  a  surgical  assistant,  and  devoted  all  his 
spare  time  to  attendance  on  surgical  lectures  at  the  Joseph's  Institute.  He  was  also 
much  interested  in  anatomy.  At  last,  through  great  economy,  he  was  able  to  matric- 
ulate at  the  university ;  and  after  graduation  he  settled  as  surgeon  and  accoucheur 
at  Constance,  whence  he  was  soon  called  to  Isny,  Wiirtemberg,  where  he  rapidly 
acquired  a  high  reputation  as  a  surgeon.  He  read  much  and  studied  every  new 
surgical  work,  and  travelled  extensively.  He  had  a  private  institute  for  treating 
his  patients,  and  was  greatly  respected  as  a  man  and  a  physician.  He  was  requested 
by  Dr.  von  Klein,  in  1 820,  to  publish  his  manifold  operations,  but  was  prevented  in 
1821,  by  his  sudden  death  in  his  forty-seventh  year,  from  "gout  on  the  lungs." 
Journal  fur  Chirurgie  und  Augenheilkunde.  Herausgegeben  von  Dr.  von  Grafe 
und  Dr.  P.  F.  von  Walther.  Zwolfter  Band.  Erstes  Heft,  pp.  60-87.  Ibid.,  pp. 
85-87. 

2  Bulletin  de  Ferussac,  tome  xviii.,  p.  86,  and  Journal  der  Chir.  und  Augenheil- 
kunde, B.  xii.,  p.  62. 

3  "  Die  Ovariotomie  in  England,  Deutschland  und  Frankreisch,"  Wiirzburg,  1864, 
pp.  4,  5. 
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presents  only  a  series  of  membra  disjecta,  rendering  it  very  dif- 
ficult to  give  an  exact  account  of  its  development  in  that  coun- 
try. This  is  not,  however,  because  the  medical  profession  there 
have  entertained  a  bitter  aversion  to  it,  as  in  France,  but  be- 
cause most  German  surgeons  were  afraid  of  such  dangerous 
interference.  Only  single  cases  are  here  and  there  to  be  found, 
therefore,  in  literature ;  and  from  the  first  case  above  mentioned 
in  1819  to  1856 — thirty-seven  years — there  had  been  but  sixty- 
four  operations,  with  only  eighteen  recoveries  and  forty-six 
deaths.  Dutoit  considers  the  operations  of  Langenbeek  and 
Kiwisch,  amounting  to  but  eleven  in  all,  as  being  the  only  ones 
to  be  relied  upon  up  to  1864,  even  for  the  formation  of  an 
opinion. 

The  still  smaller,  but,  in  an  historical  point  of  view,  somewhat 
fuller  brochure  of  Fehr 1  is  scarcely  more  available  for  our  pres- 
ent purpose ;  and  I  derive  many  of  the  facts  which  follow  from 
Grenser's  work,2  published  at  Leipsic  in  1870. 

The  operation  of  ovariotomy  was  attempted  by  Dieffenbach, 
of  Berlin,  in  1828,  but  not  finished.3  His  patient,  however, 
recovered.  He  remarks  (p.  9),  that  "  whoever  considers  the 
opening  of  the  abdominal  cavity  a  small  affair,  and  who,  like 
Lizars,  seems  to  believe  that  one  may  look  on  when  such  a  ca- 
lamity happens,  and  that  this  is  connected  with  as  little  danger 
as  any  other  operation,  seems  to  be  the  one  least  called  upon  to 
undertake  the  same.  I  have  already  had  quite  enough  of 
this  one  case."  Twenty  years  afterward  he  still  regarded  the 
idea  of  the  operation  as  neither  reasonable  nor  useful ;  though 
he  was  then  disposed  to  qualify  this  opinion  somewhat,  pro- 
vided the  tumor  were  fluid,  small,  and  movable. 

In  1832  ovariotomy  was  performed  by  Hitter,4  for  the  fourth 
time  in  Germany,  this  being  the  second  successful  operation. 
In  1834,  K.  Fr.  Quittenbaum,  of  Rostock,  operated  success- 
fully, and  Groth,  of  Bornhovd,  unsuccessfully.5  Dohlhoff,  of 
Magdeburg,  operated  in  1836  ;6  Stilling,  of  Kassel,  in  1837  ;T 

1  "Die  Ovariotomie.     Geschichtlich  und  Kritisch  bearbeitet,"  Heidelberg,  1864. 

2  "Die  Ovariotomie  in  Deutscbland.     Historisch  and  kritisch  dargestellt,"  Leip- 
zig, 1810. 

3  Rust's  "  Magazine,"  B.  xxt.,  p.  349.  4  Kiwisch's  tabelle. 

5  Pfaff,  N.  F.  I.  12,  45.  «  Rust's  "Mag.,"  B.  li.,  p.  11. 

1  Schmidt's  "  Jahrb.,"  B.  xxxviii,  p.  59. 
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Schott,  of  Frankfurt,1  in  1838 ;  and  Hayny,2  of  Jungbunzlau, 
in  1841.  All  these  operations  were  unsuccessful.  In  1812 
Quittenbaum 3  again  operated  successfully ;  and  Biiliring,  of 
Berlin,  unsuccessfully  in  1813."  Kiwisch,  of  "Wurzburg,6  had 
his  first  operation  (a  failure)  in  1841.  In  1846  Siebold,  of 
Darmstadt,6  operated  successfully ;  and  Heyfelder,  of  Erlangen, 
had  a  failure.7  All  the  operations  in  1847  were  unsuccessful. 
They  were  by  Kiwisch,  Mogk,  of  Offenbach,8  Kuchenmeister, 
and  Stein ert,  of  Zittau,9  and  Langenbeck,  of  Berlin.10  The 
latter,  in  1848,  failed  again,11  and  Stilling  succeeded.12  Knorre, 
of  Hamburg,  had  a  successful  operation  in  1849 ; 13  and  Ed. 
Martin,  of  Jena,  also  had  his  first  case  (a  failure)  that 
year.14 

Thus  it  appears  that,  previously  to  1850,  ovariotomy  had 
been  performed  twenty-three  times  in  Germany  ;  seven  times 
successfully,  and  sixteen  times  unsuccessfully.  Unfinished 
operations  had  also  been  made  by  Buhring,15  Kiwisch,16  Dohl- 
hoff,17  Hayny,  Rothmund,  of  Munich,18  and  Wernher,  of  Gies- 
sen.19 

During  the  next  fourteen  years  (1850-'68  inclusive),  ovari- 
otomy was  successfully  performed  in  Germany  but  eight  times, 
by  Kiwisch,20  and  Krauel,  of  Rostock21  (1850) ;  Ed.  Martin,22  and 
Langenbeck 23  (1851) ;  Langenbeck 24  (1852) ;  Bardeleben,26  of 
Greifswald  (1856  and  1858) ;  and  Nussbauni a6  (1863).  During 
this  period  the  unsuccessful  cases  were  twenty-four  in  number, 
as  shown  by  the  table  on  the  following  page,  which  gives  the 
name  of  the  operator,  the  year  of  the  operation,  and  the  sources 
whence  they  have  been  obtained. 

1  Simon's  tabelle.  15  Biihring's  work. 

2  Schmidt's  "  Jahrb.,"  B.  xlviii.,  p.  308.  16  Ulsamer'9dissertation,Wurtzburg,1851. 

3  Dissert,  v.  Al.  Quittenbaum,  1850.  »  Rust's  "  Mag.,"  B.  li.,  p.  57. 

4  Biihring's  work,  p.  33.  18,  19  Simon's  tabelle. 

6  Kiwisch's  tabelle.  20  Prager  Fierteljahrschrift,  1851,  B.  L 

6  Simon's  tabelle.  21  Dissert,  v.  A.  Muller,  1857. 

1  Schmidt's  "Jahrb.,"  1848.  s2  Martin,  he.  cit,  pp.  18-95. 

8,  9  Simon's  tabelle.  23  "Deutsche  Klinik,"  1851,  pi  223. 

io,  »  Fock's  tabelle.  '2i  "Deutsche  Klinik,"  1853,  p.  42. 

12  Schmidt's  "  Jahrb.,"  B.  lxiv.,  p.  323.       25  Dissert,    v.    Mehlhose,    u.    Bardeleben, 

13  "  Deutsche  Klinik,"  1849,  viii.,  5.  Lehrbuch  d.  Chirurg.,  B.  iv.,  551  Anm. 

14  Martin's  work,  26  Dutoit's  tabelle. 
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OPEEATOE8.  "WHEBE  EEPOETED. 

1850.  Wattmann  (Vienna) Simon's  tabelle. 

1850.  Knorre  (three  cases) "  " 

1851.  Langenbeck  (three  cases). .  Fock's  tabelle,  und  Busch,  p.  168. 

1851.  Baum  (Gottingen) Simon's  tabelle. 

1852.  Strempel  (Rostock) Dissert,  v.  A.  Muller,  1857,  Rostock. 

1852.  Bartscher  (Osnabruck)  . .  ."Deutsche  Klinik,"  1853,  p.  360. 
1852.  Bardeleben  (Greifswald)  ..Dissert,  v.  Jacob,  Greifswald,  1856. 
1852.  Wild  (Kassel) Simon's  tabelle. 

1852.  Scanzoni  (Wurzburg)  . . . .  Beitrage  zur  Geburtskunde,  1856,  I. 

1853.  Bruns  (Tubingen) Steudel,  loc.  cit.,  1856. 

1854.  Roser  (Marburg) Simon's  tabelle. 

1856.  Jan  son  (Frankfurt  a.  M.). . .       "  " 

1856.  Schuh  (Vienna) Schmidt's  "  Jahrb.,"  1856,  Nr.  8. 

1856.  Baum  (Gottingen) Simon's  tabelle. 

1857.  Thiersch  (Erlangen) Dutoit's  tabelle. 

1860.  Benno  Schmidt  (Leipzig).  .Monatsschr.  fur  Geburtsh.  u.  Frauenhr., 

August,  1862. 
1860.  Thiersch Dutoit's  tabelle. 

1862.  Neudorfer  (Prague) "         " 

1863.  Freund  (Breslau) "         " 

1863.  Nussbaum  (Munich) "  .      " 

Thus,  up  to  the  last  quarter  of  1863,  there  had  been  fifty- 
five  ovariotomies  in  Germany,  fifteen  cures  and  forty  deaths  ; 
or  only  27.27  per  cent,  of  successes. 

Since  the  commencement  of  1864,  the  number  of  ovarioto- 
mies in  Germany,  up  to  1870,1  is  one  hundred  and  twenty-five, 
of  which  sixty  resulted  in  cure,  and  sixty-five  in  death. 

These  one  hundred  and  twenty-five  operations  were  per- 
formed mainly  by  the  following  operators :  Nussbaum,  32 ; 
Spiegelberg  (Breslau),  14 ;  Stilling,  15  ;  Yeit  (Bonn),2  -5  ;  Simon 
(Rostock),  5  ;  Wagner  (Dantzig),  4 ;  Thiersch,  2 ;  Breslau  (Zu- 
rich), 3 ;  Scanzoni,  2 ;  E.  Martin  (Berlin),  3. 

Thus  the  whole  number  of  ovariotomies  in  Germany,  up 
to  the  commencement  of  1870,  is  (55  +  125)  180 ;  of  which 
(15  +  60)  75  resulted  in  a  cure,  and  (40  +  65)  105  were  fatal. 
The  recoveries  are,  therefore,  only  41.66  per  cent. 

Including  only  the  operations  of  the  three  most  expe- 
rienced operators,  the  following  is  the  result : 

1  Grenser,  p.  77. 

2  He  reports  four  more  cases,  two  of  them  successful,  in  the  Berlin  Klinik. 
Zeitschrift,  No.  4,  1870. 
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Cases.  Cures.  Deaths. 

Nussbaum 34  18  16 

Stilling 17  8  9 

Spiegelberg 14  8  6 

65  34  31 

This  gives  a  success  of  52.3  per  cent.,  which  is  10.64  per 
cent,  above  the  average  before  given,  and  a  gain  of  25.03  per 
cent,  since  the  commencement  of  1864  (p.  312).  The  causes 
of  the  comparatively  bad  success  of  this  operation  in  Germany 
will  be  considered  in  a  subsequent  chapter. 

The  literature  of  Germany  on  this  subject  contains  very  in- 
genious suggestions  respecting  the  different  steps  of  the  oper- 
ation, some  of  which  will  be  explained  farther  on. 

The  first  who  boldly  defended  ovariotomy  in  Germany  was 
Biihring,  of  Berlin.  He  attempted  to  obtain  a  footing  for  it  as 
the  only  radical  cure  in  all  forms  of  ovarian  dropsy.  His 
monograph,  entitled  "  Die  Heilung  der  Eierstockgeschwul- 
ste,"  was  published  in  1848.  He  himself  attempted  ovariotomy 
four  times.  Three  of  his  patients  died.  One  of  his  operations 
was  not  completed,  and  this  patient  recovered. 

In  1850,  Quittenbaum,  Jr.,  wrote  a  thesis  maintaining  that 
large  adhesions  could  no  longer  be  considered  as  contra-indi- 
cating ovariotomy  ;  and  in  1852  he  declared  that  no  doubt  could 
longer  exist  as  to  the  feasibility  of  the  operation,  after  so  many 
favorable  results  had  been  obtained.  In  1852,  E.  Martin  ad- 
vised to  fasten  the  cyst  temporarily  to  the  abdominal  walls 
before  opening  it,  so  that  nothing  might  escape  from  it  into 
the  abdominal  cavity.  Scanzoni  performed  his  first  operation 
in  June  of  this  year.  It  was  not  successful.  He  afterward 
speaks  of  ovariotomy,  in  his  work  upon  the  "Diseases  of 
Women"  (p.  420),  as  mere  surgical  foolhardiness,  since  cases 
apparently  the  most  favorable  may  turn  out  unfavorably. 

Kiwisch's  lectures  on  "  Diseases  of  the  Ovaries  "  were  pub- 
lished at  Prague  in  1856,  and  were  of  great  merit.  They  ex- 
erted a  powerful  influence,  though  his  statistics  were  not  in 
favor  of  ovariotomy — giving  but  three  recoveries  in  fifty-four 
cases.  He  himself  had  then  operated  but  three  times,  and  but 
once  successfully ; 1  though  he  had  also  had  two  unfinished  oper- 
ations. He  also  had  a  fatal  case  in  1860 — his  last  operation. 
1  "  Diseases  of  the  Ovaries,"  translated  by  Dr.  J.  Clay,  p.  209. 
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But  the  hitherto  gradually-increasing  interest  in  ovariotomy 
in  Germany  received  a  check — its  death-blow  Fehr  remarks — 
from  the  famous  discussion  in  the  French  Academy  of  Medi- 
cine in  the  winter  of  1856-57,  of  which  an  account  has  been 
given  in  the  previous  section.  The  statistics  of  Dr.  Fock  were 
also  published  in  1856,1  and  those  of  Simon  in  1858,  and  both 
very  much  aided  to  discredit  the  operation,  so  that,  as  we  have 
seen,  there  was  but  a  single  operation  in  Germany  (a  failure) 
in  1857;  a  single  successful  one  in  1858  ;  none  at  all  in  1859  ; 
two  failures  in  1860  ;  no  operation  in  1861 ;  and  one  failure 
in  1862. 

Scanzoni  had  also  contributed  to  the  general  opposition,  by 
the  publication,  in  1857,  of  a  very  unfavorable  essay.  He  spoke 
of  ovariotomy  as  a  surgical  temerity,  and  would  renounce  the 
glory  of  having  successfully  performed  it,  till  better  accounts  of 
it  could  be  secured  ;  regarding  it  as  a  proof  of  madness  in  the 
patient  who  should  adopt  it,  and  a  crime  in  the  surgeon  who 
should  abet  such  a  mode  of  suicide.2 

In  1859,  Spiegelberg,  of  Breslau,  "first  mentioned  the  clamp 
in  Germany,  and  maintained  that  ovariotomy  would  become 
justifiable  when  better  methods  were  devised.  The  clamp  was, 
however,  first  used  in  Germany  by  Breslau,  of  Zurich,  October 
24,  1862. 3  In  1862  a  favorable  influence  was  felt  in  Germany 
from  M.  Nekton's  visit  to  London  in  1861,  and  his  favorable 
report  upon  ovariotomy  on  his  return  to  Paris.  In  1863,  there- 
fore, the  number  of  operations  again  began  to  increase,  and 
continued  to  do  so  till,  in  1866,  eleven  cases,  and,  in  1867, 
fourteen  cases,  were  reported.  In  1863,  also,  ovariotomy  was 
for  the  first  time  in  Germany  publicly  discussed  at  a  meeting 
of  naturalists  and  physicians ;  when  Simon  advocated  it  in 
certain  specified  conditions  in  which  iodine-injections  cannot  be 
used. 

In  1864,  Yan  Dusch  was  the  first  to  recommend  small  hos- 
pitals or  private  residences  for  this  operation.  In  this  year, 
also,  Dutoit  published  his  statistical  tables,  which  are  remark- 
able for  their  accuracy ;  and  Fehr's  very  discriminating  bro- 
chure of  eighty-three  pages  appeared.     In  1865  we  find  Scan- 

1  "  Des  Extirpation  der  Milz  am  Menschen,"  Gneissen,  1857. 

2  The  Lancet,  1862,  vol.  ii.,  p.  568.  s  Grenser,  p.  24. 
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zoni  taking  a  much,  more  favorable  view  of  ovariotomy  than 
when  he  wrote  the  essay  before  referred  to,  and  requesting 
reports  of  the  condition  of  patients  after  the  operation,  since 
he  found  disease  of  both  ovaries  in  fifty-one  out  of  ninety-nine 
cases,  and  therefore  maintained  that  there  would  be  a  ten- 
dency to  relapse  which  had  been  overlooked.  In  1867,  Scan- 
zoni  himself  operated  twice  more,  one  of  the  operations  be- 
ing a  success.  Nussbaum  published  his  thirty-four  cases  of 
ovariotomy  in  1869.1  Finally,  the  work  of  Grenser  was  pub- 
lished in  1870.  It  gives  an  admirable  historical  and  critical 
sketch  of  ovariotomy  in  Germany  alone. 

In  Austria,  ovariotomy  had  never  been  performed  before 
1866,  and  but  twelve  times  since.  Of  these  twelve  cases,  only 
one  recovered,  and  eleven  died — one  from  haemorrhage,  and 
ten  from  peritonitis.2  At  a  meeting  of  physicians,  April  12, 
1866,  Drs.  Dumreicher  and  Braun,  of  Yienna,  proposed  tapping 
per  vaginam  and  retention  of  the  canula,  as  the  best  treatment 
of  ovarian  cysts.8  Ovariotomy  must,  however,  soon  be  gen- 
erally accepted  in  this  country  also  ;  as  the  following  extract 
from  the  "  Surgical  Reminiscences  "  of  Prof.  Billroth,  of  Vienna, 
now  being  published,4  demonstrates  : 

Up  to  the  present  time  I  am  tolerably  contented  with  niy  results.  I 
give  here  a  short  account  of  them,  in  order  to  encourage  the  performance 
of  these  operations,  and  especially  to  inform  the  colleagues  into  whose 
hands  these  lines  may  fall,  that  I  have,  personally,  no  reason  for  supposing 
that  the  results  attendant  upon  ovariotomy  will  be  less  cheering  in  Vienna 
than  they  are  in  London.  Hitherto,  I  have  performed  it  nine  times  ;  and 
of  these  patients  only  two  have  died;  giving,  therefore,  only  a  mortality  of 
22.2  per  cent.  The  first  four  cases  recovered,  one  after  another  ;  then  two 
fatal  cases  occurred ;  to  be  followed  again  by  three  recoveries.  The  first 
case  is  related  in  my  Zurich  "  Ghirurgische  Klinik,"  and  the  second,  third, 
and  fourth  cases  in  the  "Ohirurgische  Klinik,"  published  at  Vienna,  in 
1868.     Of  the  remaining  five  cases  the  narration  is  now  given. 

I  close  this  division  of  the  subject  with  a  list  of  the  principal 
contributions  in  Germany  to  the  literature  of  ovariotomy,  in 
addition  to  those  already  mentioned.8 

Kkull  :  "  Therapie  der  Eierstockswassersucht,"  Rostock,1848. 

1  "  Vierunddreissig  Ovariotomien,"  Miinchen,  1869.  2  Grenser,  p.  36. 

3  Ibid.,  p.  30.  4  In  the  Wiener  Med.  Wochenschrift,  1811. 

5  Dutoit,  p.  vii. 
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Al.  Fr.  Quittenbaum  :  "  Ueber  Eierstockskrankkeiten," 
Dissert.,  Rostock,  1850. 

Kiwiscn :  "  Exstirpation  eines  Ovariencystoids,"  Yerk.  der 
Pkys.  Med.  Gesellschaft  zu  Wiirzburg,  1850,  I,  Pag.  281,  und 
"  Prager  Yierteljalirssclirift,"  1851,  Bd.  I. 

KrwiscH :  "  Klinisclie  Yortrage,"  Prag,  1856,  Bd.  II., 
Pag.  286. 

Ulsamee  :  "  Ueber  Ovariotomie,"  Dissertation,  Wiirzburg, 
1851. 

Ed.  Martin  :  "  Eierstockswassersucht,  deren  Erkenntniss  und 
Heilung,  nebst  einem  neuen  Yerf.  fiir  Ovariotomie  nach  eige- 
nen  Erfahrungen,"  Jena,  1852. 

Wagnee  :  Langenbecti 's  "  Methode  zur  Exstirpatio  ovarii." 
Yerli.  der  PTiys.  Med.  Gesellsch.  zu  Wurzburg,  1852,  Heft  vii., 
Pag.  181. 

Busch  :  "  Chirurgiscke  Beobaclitnngen,"  Berlin,  1851. 

Steudel  :  "  Beschreibung  einer  cystenkypertrophie  des  Eier- 
stocks,"  Tubingen,  1856. 

Mehlhose:  "De  Tumoribus  ovarii  cysticis,"  Dissertatio, 
Grypkise,  1856. 

Fock  :  "  Operative  Behandlung  der  Ovariencysten,"  Monats- 
schriftfur  Geburtshidfe  und  Frauenkrankheiten^  Berlin,  1856, 
Hefte  v.,  vi. 

Scanzoni:  "Ueber  Ovariotomie,"  in  Scanzoni' s  "  Beitrage 
zur  Geburtskunde,"  1856,  I.,  196. 

Scanzoni  :  "  Kranklieiten  der  weiblichen  Sexualorgane," 
1863,  Pag.  125. 

A.  Mullee  :  "  3  Falle  von  hydrops  ovarii,"  Dissertatio, 
Rostock,  1857. 

Simon  :  "  61  in  Deutscliland  tlieils  ausgef.,  theils  vers.  Ova- 
riotomien,"  Scanz.  Beitr.  z.  Geburtsh.,  1858,  III. 

Spiegelbeeg  :  "Beitrag  zur  patkolog.  anatomie  der  Eier- 
stockscysten,"  Monatssohr.  fur  Geburtsh.  und  Frauenkr.,  1859, 
August,  September. 

Gunthee  :  "  Lekre  von  den  blutigen  Opera tionen,"  Bd.  iv., 
Pag.  165. 

K.  Hennig:  "Ueber  Operationen  an  den  Eierstocken," 
Monatsschrift  fur  Geburtsh.  und  Frauenkr.,  1862,  August, 
Pag.  160. 
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Several  writers  Lave  accounted  for  the  great  fatality  of  ova- 
riotomy in  Germany  and  France,  as  compared  with  England 
and  this  country,  by  invoking  a  difference  in  climate  (Busch), 
and  in  the  constitutional  tolerance  of  diseases  and  injuries  of 
the  abdominal  viscera.  I  shall  recur  to  this  subject  in  a  sub- 
sequent section. 

SECTION  VI. 

OVARIOTOMY   IN   OTHEE   COUNTRIES   IN   EUROPE,    AND   IN   ASIA. 

Ovariotomy  has  very  recently  been  performed  for  the  first 
time,  if  at  all,  in  most  of  the  countries  on  the  Continent  which 
have  not  yet  been  mentioned  in  the  preceding  historical  sketch. 
The  scattered  facts  which  have  been  accessible  to  me  will  be 
here  stated : 

Spain. — Ovariotomy  was  first  performed  in  this  country, 
and  unsuccessfully,  by  Dr.  F.  Rubio,  of  Seville.1 

Italy. — It  is  asserted  by  Fehr,2  that  the  first  operation  of 
ovariotomy  in  Europe  was  performed  by  an  Italian  physician, 
Dr.  Emiliani,  of  Faenza,  in  1815 ;  this  being  four  years  in 
advance  of  the  operation  by  Chrysmar  of  Isny  (Wiirtemberg). 
Dutoit  gives  a  brief  reference  to  this  case  in  his  table  (p.  178). 
It  has,  however,  been  recently  stated  that  the  first  ovari- 
otomy in  Italy  was  performed  in  January,  1865,  by  Dr.  Do- 
minico  Peruzzi,  of  Sinigaglia ; 3  and  that  Prof.  Bezzi,  of 
Modena,  was  the  second,  as  well  as  the  first  successful,  operator 
in  that  country.4  Dr.  Lundi,  of  Pisa,  performed  the  twelfth 
operation  in  Italy,  at  Pisa,  in  1869,  which  was  successful.  Dr. 
Feoratini,  however,  states  in  the  Ippocratio  for  January,  1868, 
that  up  to  that  time  there  had  been  but  seven  ovariotomies  in 
Italy,  and  all  had  proved  fatal.6  He  suggests  that  the  great 
want  of  success  of  this  operation  in  Italy  is  to  be  ascribed  to 
the  late  period  when  the  operation  is  made.  He  also  thinks 
the  organic  fibre  is  inferior  in  Italy  to  that  of  other  countries, 
and  that  there  is  also  in  the  former  less  moral  force  and 
firmness  of  purpose. 

1  The  Lancet,  1863,  vol.  ii.,  p.  636.  J  "Die  Ovariotomie,"  p.  6. 

3  The  Lancet,  January,  1869,  p.  62,  and  1865,  p.  456. 

4  London  Medical  Times  and  Gazette,  September  3,  1865,  p.  260. 
B  The  Lancet,  1868,  vol  i.,  p.  189. 
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Sweden. — Two  successful  operations  were  performed  by 
Mesterton,  at  Upsala,  in  1862.  Dr.  Sven  Skoldberg,  of  Stock- 
holm, who  had  followed  the  practice  of  Mr.  Wells  and  Dr. 
Keith,  had,  up  to  the  beginning  of  187*0,  performed  the  opera- 
tion twenty-one  times  in  that  country,  with  seventeen  recov- 
eries and  four  deaths.  He  had  also  had  four  cases  of  explora- 
tory incisions,  one  patient  dying  in  fifty  hours,  of  peritonitis.1 

Finland. — Haartman,  of  Helsingfors,  operated  in  February, 
1849.     The  patient  died  in  two  days,  of  peritonitis. 

Poland. — In  1860,  Bryk  operated  in  Cracow,  the  patient 
dying  four  days  afterward. 

Switzerland. — Breslau,  of  Zurich,  operated  unsuccessfully  in 
October,  1862,  and  afterward  three  times  successfully. 

Dr.  Montel,  of  Yevay,  had  a  successful  operation  in  1865. 
It  was  a  case  of  large  polycyst.2 

In  Belgium,  iodine-injections  are  still  pretty  extensively 
used.  Dr.  Lefebre  published  an  account  of  the  present  state 
of  the  question  in  that  country  in  the  Presse  Med.  Beige  for 
October  15,  1871.  He  concludes  that  "ovariotomy  is  the  only 
operation  we  can  propose  when  we  have  diagnosticated  a  solid 
tumor  of  the  ovary,  a  mixed  or  composite  tumor,  or  a  multi- 
locular  cyst."  Dr.  Boddaut  was  the  first  Belgian  surgeon  who 
successfully  practised  ovariotomy. 

Russia. — Ovariotomy  was  first  successfully  performed  in 
Russia,  December  23,  1862,  by  Dr.  A.  Krassovsky,  at  St.  Pe- 
tersburg.3 The  operation  was  performed  in  1864,  by  Prof. 
Geoube,  of  KhaskofF;  Dr.  Tkovitz,  of  Tamboff ;  Prof.  Shim- 
anoffsky,  of  Kieff ;  Dr.  Sklifassovski,  of  Odessa ;  and  Dr.  Kade, 
of  St.  Petersburg.  In  1865  it  was  performed  by  Prof.  Kara- 
vaeff,  of  Kieff ;  and  Dr.  Froben  and  Prof.  Kieter,  of  St.  Peters- 
burg. Dr.  T.  Masslovsky,  of  St.  Petersburg,  obtained  some 
very  important  results  by  some  experiments  on  dogs  respecting 
the  kind  of  ligatures  best  tolerated  in  the  abdominal  cavity, 
and  other  instructive  points,  and  which  will  be  quoted  in  a 
future  section.4 

In  India,  ovariotomy  was  twice  successfully  performed  by 

1  Edinburgh  Medical  Journal,  January,  1870,  p.  653. 

2  Gazette  Hebdomadaire,  March  7,  1865. 

3  Petersburger  Medicin  Zeitschrift,  1863. 

4  Edinburgh  Medical  Journal,  December,  186*7,  p.  538. 
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Dr.  J.  M.  Joseph,  surgeon  of  the  Civil  Hospital,  Combaco- 
num.1  In  1869  it  had  been  performed  three  times  by  a  native 
surgeon,  Mootoosawny  Moodelly,  M.  D.,  of  Manargudi,  Tan- 
jore  District.2  Only  one  of  these  was  successful.  A  few  opera- 
tions have  also  been  more  recently  performed  in  this  country 
by  British  surgeons.  Dr.  De  Renzy  had  operated  twice  be- 
fore 1871,  and  in  one  case  applied  a  horse-hair  ligature  to  the 
pedicle.3 

In  Ceylon,  ovariotomy  has  been  performed  by  Dr.  P.  D. 
Anthonisy." 

In  New  Zealand,  ovariotomy  has  been  successfully  performed 
by  Dr.  E.  Tassel,  of  Auckland.6 

In  Australia,  Dr.  Tracy,  of  Melbourne,  was  the  first  to  per- 
form ovariotomy,  and  he  saved  ten  out  of  his  first  thirteen 
operations.6 

As  an  interesting  item  in  the  history  of  ovariotomy,  the  fact 
should  be  here  stated,  that  an  ovarian  cyst  has  been  removed 
'per  vaginam.  This  operation  was  successfully  performed  by 
Dr.  T.  Gr.  Thomas,  in  February,  1870.  The  cyst  was  equal  in 
size  to  a  large  orange.  The  following  is  extracted  from  Dr. 
Thomas's  report  of  the  case  in  the  American  Journal  of 
Medical  Sciences,  April,  1870  : 

Drs.  Peaslee,  Noeggerath,  and  myself,  met  in  consultation,  and  carefully 
investigated  the  case.  ...  In  discussing  the  subject  of  treatment,  three 
plans  were  proposed :  1.  That  the  cyst  should  be  allowed  to  develop  so 
that  ovariotomy  might  be  resorted  to  after  some  years  of  life  had  been 
passed  in  comparative  comfort;  2.  That  the  cyst  should  be  tapped  per 
vaginam ;  and,  8.  That  the  operation  of  ovariotomy  should  be  performed 
through  the  fornix  vaginae,  in  the  same  manner  that  it  is  ordinarily  accom- 
plished through  the  abdominal  walls.  The  last  proposal  was  made  by 
myself,  and  urged  upon  these  grounds  : 

1.  I  felt  satisfied  that,  the  cyst  being  movable  (as  proved  by  the  fact 
that  the  knee-elbow  position  would  at  once  cause  it  to  roll  out  of  the  pel- 
vis), sufficient  space  could  be  obtained  through  the  fornix  vaginae  to  with- 
draw the  emptied  sac. 

1  Indian  Annals  of  Medical  Science,  January,  1858. 

2  Reported  in  the  "Obstetrical  Transactions,"  vol.  x.  (1869),  p.  119. 

8  The  Lancet,  18*71,  vol.  i.,  p.  108.  4  Ibid.,  1864,  vol.  ii.,  p.  728. 

B  Ibid.,  1870,  vol  ii.,  p..  507.  s  Ibid.,  1871,  vol.  ii.,  p.  517. 
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2.  I  preferred  this  procedure  to  simple  tapping,  because  drainage  is 
very  apt  to  follow  paracentesis  when  practised  through  the  vagina,  which 
might  exhaust  the  patient,  and  prevent  a  resort  to  vaginal  ovariotomy  at 
a  later  period.  Furthermore,  I  did  not  regard  the  increase  of  danger 
attendant  upon  vaginal  section  as  very  great,  even  if  removal  of  the 
cyst  proved  impossible ;  for,  in  case  of  such  an  occurrence,  I  proposed 
simply  to  tap  the  exposed  cyst,  and  close  the  vaginal  opening  by  silver 
sutures. 

3.  I  urged  the  adoption  of  the  vaginal  operation,  rather  than  waiting 
for  the  full  development  of  the  cyst,  because  of  the  peculiarly  anxious  na- 
ture of  the  patient.  After  being  informed  of  the  nature  of  the  disease,  she 
thought  and  spoke  of  almost  nothing  else ;  lost  appetite,  slept  badly,  and 
evidently  depreciated  in  strength.  From  all  that  I  could  learn  from  her 
husband,  who  is  a  practitioner  of  medicine,  from  Dr.  J.  L.  Brown,  who  had 
attended  her,  and  from  my  own  observation,  I  thought  that  she  would 
prove  a  most  unfavorable  case  for  ovariotomy,  at  the  time  of  full  devel- 
opment of  the  tumor ;  and,  to  repeat  a  consideration  just  given  in  connec- 
tion with  paracentesis,  I  regarded  the  tentative  process  as  not  attended  by 
great  risk,  since  it  involved  incision  only  into  the  most  dependent  portion 
of  the  peritonaeum. 

On  February  6, 1870,  at  3  p.  m.,  I  proceeded  to  operate,  in  the  presence 
of  Drs.  Peaslee,  Brown,  Walker,  Purdy,  J.  0.  Smith,  and  Sproat.  Dr. 
Purdy  having  anaesthetized  her  with  ether,  she  was  placed  in  the  knee- 
elbow  position,  and  secured  upon  the  apparatus  of  Dr.  Bozeman.  This 
apparatus  not  only  completely  secures  the  patient  in  this  position,  by  straps 
and  braces,  but  makes  the  position  perfectly'comfortable  for  any  length  of 
time,  and  also  favors  the  administration  of  an  anaesthetic.  To  prevent  all 
possibility  of  the  rectum  falling  into  the  line  of  incision,  a  rectal  bougie 
was  inserted  for  about  five  inches.  Sims's  speculum  being  now  introduced, 
and  the  perinaeum  and  posterior  vaginal  wall  lifted,  I  caught  the  fornix 
vaginas  midway  between  the  cervix  and  rectum  with  a  tenaculum,  drew  it 
well  down,  and  with  a  pair  of  long-handled  scissors,  one  limb  of  which  was 
placed  against  the  rectum  and  the  other  against  the  cervix,  cut  into  the 
peritonaeum  at  one  stroke. 

The  first  step  of  the  operation  being  now  accomplished,  I  proceeded  to 
the  second.  The  patient's  position  was  changed  to  the  dorsal  decubitus, 
and,  passing  my  finger  through  the  vaginal  incision,  I  distinctly  touched 
the  tumor,  which  had  now  fallen  again  into  the  pelvis,  and  fastened  a  te- 
naculum in  its  wall.  With  a  small  trocar  I  then  punctured,  one  after  the 
other,  three  cysts,  which  gave  vent  to  about  six  or  eight  ounces  of  fluid, 
which  looked  precisely  like  vomited  bile.  Drawing  upon  the  cyst,  it  now 
passed,  without  difficulty,  into  the  vagina. 

For  the  third  step  of  the  operation  the  position  of  the  patient  was  again 
changed.  She  was  now  placed  in  Sims's  position  on  the  left  side,  and  his 
speculum  introduced.  Passing  through  the  pedicle,  at  its  point  of  exit 
from  the  vaginal  roof,  a  needle  armed  with  a  strong  double-silk  ligature,  I 
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tied  each  half  of  the  penetrated  tissue,  and  cut  off  the  cyst  and  ligature. 
The  cul-de-sac  of  Douglas  was  then  sponged,  the  pedicle  returned  to  the 
abdominal  cavity,  the  incision  in  the  vagina  closed  by  one  silver  suture, 
and  the  patient  put  to  bed.  The  entire  operation  occupied  thirty-five 
minutes,  and  presented  no  difficulties  other  than  those  slight  ones  inciden- 
tal to  ligature  of  a  pedicle  at  some  distance  up  the  vagina. 

Subsequent  to  the  operation  tbe  patieut  was  kept  quiet  and  free  from 
pain  by  opium,  sustained  by  fluid  food,  and  strictly  confined  to  the  supine 
posture.  Her  only  discomfort  arose  from  sleeplessness,  and  nausea  which 
followed  the  use  of  the  anaesthetic,  and  for  ten  days  she  progressed  without 
any  unfavorable  symptom.  At  this  time,  being  allowed  to  leave  the  bed 
and  lie  upon  the  lounge,  she  exerted  herself  unduly,  and  an  attack  of  peri- 
uterine cellulitis  invaded  the  right  broad  ligament.  The  pulse  became 
rapid,  the  skin  hot  and  dry,  and  a  phlegmonous  mass,  as  large  as  the  fist, 
hard  and  painful  to  the  touch,  could  be  distinctly  felt.  This  soon  began  to 
diminish,  and  now,  at  the  end  of  the  thirtieth  day,  has  ceased  to  prove  a 
source  of  any  annoyance,  while  the  general  condition  of  the  patient  assures 
me  that  she  is  entirely  out  of  danger. 

Dr.  Thomas  regarded  the  attack  of  cellulitis  as  not  at  all 
dependent  on  the  nature  of  the  operation,  but  as  due  to  an  in- 
discretion on  the  part  of  the  patient.  I  find,  on  recent  inquiry, 
that  there  is  now,  over  two  years  after  the  operation,  no  return 
of  the  disease. 

Upon  purely  surgical  grounds,  vaginal  ovariotomy  is,  I 
think,  hardly  defensible,  since — 

1.  It  is  practicable  only  in  case  of  a  very  small  cyst,  and 
while  it  gives  no  special  inconvenience,  to  justify  surgical  inter- 
ference in  any  other  way. 

2.  It  is  more  difficult  than  the  legitimate  operation  of  ova- 
riotomy. 

3.  It  is  performed  before  the  cyst  has  acquired  a  distinct 
pedicle  (p.  63),  and  therefore  the  ligature  cannot  be  applied  with 
precision.  If  there  be  two  or  three  cysts  in  the  mass  (especially 
if  the  case  is  one  of  polycyst),  one  or  more  of  them  will  proba- 
bly be  left  intact,  to  undergo  subsequent  development;  audit 
is  impossible  to  determine  beforehand  that  a  given  tumor  is  a 
monocyst. 

4.  This  operation  is  certainly  not  less  dangerous  than 
ovariotomy  performed  in  the  usual  way,  while  the  tumor 
is  small  and  without  adhesions.  I  think  it  decidedly  more 
so. 

21 
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But,  if  other  considerations  decide  in  favor  of  the  operation, 
as  in  this  instance,  the  operator  will  with  advantage  follow  the 
example  of  Dr.  Thomas,  who  conscientiously  performed  the 
operation  eight  times  upon  the  cadaver  before  attempting  it 
upon  the  living  subject. 
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SECTION  I.  + 

STATISTICS   OF    OVAEIOTOMY. 

Prior  to  the  year  1860  only  two  statistical  tables  which 
professed  to  include  all  reported  operations  up  to  their  time  had 
been  published,  and  both  of  them  in  this  country.  The  first 
was  compiled  by  Dr.  W.  L.  Atlee,  of  Philadelphia,  and  pub- 
lished in  the  Transactions  of  the  American  Medical  Association 
for  1851/  and  the  second  by  Dr.  Gr.  1ST.  Lyman,  of  Boston,  Mas- 
sachusetts, in  1856. 

In  1860,  Dr.  John  Clay,  of  Birmingham,  England,  published 
a  table  of  all  the  recorded  cases  up  to  the  beginning  of  that 
year,  and  in  1861  the  author  of  the  present  work  collated  the 
cases  reported  in  1860-61.  Also,  in  1864,  Dutoit,  of  "Wurtz- 
burg,  published  a  table,  including  all  preceding  operations  up 
to  November  30th  of  the  previous  year. 

Several  minor  collections  of  cases  have,  however,  been  made 
from  time  to  time,  in  this  and  other  countries,  and  of  which  the 
most  important  are  included  in  the  following  list : 

1.  In  the  United  States. — Dr.  J.  T.  Bradford :  Report  of 
cases  of  ovariotomy  occurring  in  Kentucky,  1857. 

Dr.  Charles  A.  Pope :  St.  Louis  Medical  and  Sicrgical  Jour- 
nal, June,  1859,  and  American  Journal  of  Medical  Sciences, 
1859,  p.  578. 

Dr.  D.  McRuer :  Maine  Medical  and  Surgical  Reporter, 

1  Dr.  Atlee  had,  four  years  before,  published  a  table,  including  one  hundred  and 
one  cases,  in  the  American  Journal  of  Medical  Sciences,  April,  1847,  p.  330. 
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February,  1859,  and  American  Journal  of  Medical  Sciences, 

1859,  p.  287. 

Dr.  J.  W.  Hamilton :  Ovariotomies  performed  in  tlie  State 
of  Ohio. — Ohio  Medical  Journal,  January  and  November,  1859, 
and  American  Journal  of  Medical  Sciences,  1855,  p.  577. 

2.  In  Great  Britain. — Mr.  B.  Phillips  :  Medico-Chirurgical 
Transactions,  June,  1844,  vol.  xxvii.,  p.  468. 

Dr.  F.  Churchill :  Dublin  Medical  Journal,  July,  1844. 

Dr.  S.  J.  Jeaffreson :  London  and  Edinburgh  Monthly  Jour- 
nal, May,  1845. 

Mr.  T.  S.  Lee  :  «  On  Tumors  of  the  Uterus,"  etc.,  1847, 
p.  264  (borrowed  mostly '  without  acknowledgment  from  Dr. 
Atlee's  table  published  in  1845).1 

L)r.  Charles  Clay :  "  Results  of  all  the  Operations  for  Extir- 
pation of  Diseased  Ovaria,"  1848. 

Dr.  Robert  Lee  (one  hundred  and  sixty-two  cases) :  Medico- 
Chirurgical  Transactions,  vol.  xxxiv.,  1850. 

Mr.  T.  S.  "Wells :  Reports  of  four  hundred  cases  of  ovarioto- 
my, at  different  dates  in  Medico-Chirurgical  Transactions,  1862 
to  1871. 

Dr.  T.  Keith :  Report  of  one  hundred  cases  of  ovariotomy. 
The  Lancet,  September  7,  1867  ;  and  August  20,  1870. 

3.  In  Germany. — Kiwisch:  "Klinische  Yortrage,"  Prag, 
1856,  B.  ii.,  p.  286  (most  of  these  cases  were  taken  from  Dr.  At- 
lee's table,  published  in  1847,  through  the  work  of  T.  S.  Lee). 

Fock  :  "  Monatschrift  fur  Geburtshiilfe  und  Frauenkrank.," 
May  and  June,  1856,  H.  v.,  vi.,  p.  370. 

Simon  :  "  Scanzoni's  Beitrage  zur  Geburtsk.,"  1858,  III. 
Dr.  Otto  Y.  Franques :  "  Scanzoni's  Beitrage  zur  Geburtsk.," 

1860,  p.  211. 

Grenser :  Die  Ovariotomie  in  Deutschland,  Leipsic,  1870. 

4.  In  France. — Chereau:  "  Historique  de  1' Ovariotomie," 
Journal  des  Connaissances  Med.-Chirurg.,  1S44,  Juillet ;  et 
Union  Medicate,  Octobre,  1847.  This,  the  first  table  in  the 
French  language  giving  the  statistics  of  ovariotomy,  contains 
forty-four  cases,  of  which  twenty-eight  recovered,  and  sixteen 

1  See  correspondence  of  Dr.  Atlee  with  Dr.  Lee  on  this  subject,  published  in 
pamphlet  by  Dr.  Atlee  in  1848.  Dr.  Lee  engaged  to  do  Dr.  Atlee  justice  in  a 
future  edition,  but  soon  after  deceased. 


STATISTICS  OF  OVARIOTOMY.  325 

died ;  fourteen  eases  of  unsuccessful  attempts  at  ovariotomy,  of 
which  five  proved  fatal ;  and  seven  mistakes  in  diagnosis,  with 
six  recoveries.  There  was  no  tumor  at  all  in  these  six  cases. 
In  the  fatal  case,  the  disease  was  uterine,  and  the  uterus  was 
removed. 

Dr.  A.  A.  Boinet :  "  Traite  pratique  des  Maladies  des  Ovai- 
res,"  1867,  p.  326. 

Dr.  E.  Koeberle  :  Keport  of  sixty-nine  ovariotomies  in  Ga- 
zette Hebdomadaire  de  Medecine  et  de  Chirurgie,  Aout,  1868. 

All  the  tables  published  previously  to  1860  included,  under 
the  head  of  ovariotomy,  all  attempts  to  perform  that  operation, 
whether  they  succeeded  in  removing  the  ovarian  tumor  or  not. 
Thus,  simple  ovario-section  was  confounded  with  actual  oopho- 
rectomy, and  the  real  value  of  the  results  obtained  was  vitiated 
accordingly.  The  only  exceptions  were  Mr.  Phillips's  and  Dr. 
Jeaffreson's  imperfect  tables  published  in  1844 ;  and  it  is  very 
singular  that  their  example  was  not  followed.  In  using  the 
tables  of  Dr.  Atlee  and  Dr.  Lyman,  therefore,  they  will  require 
revision  in  the  respect  just  indicated  ;  and  I  shall  hereafter  refer 
only  to  these  two  general  tables,  to  Dr.  J.  Clay's,  my  own,  and 
that  of  Dutoit. 

Dr.  W.  L.  Ailed s  Table.1 — This  table  includes  two  hundred 
and  twenty-two  cases,  of  which,  however,  fifty-seven  are  not 
cases  of  ovariotomy.2  Of  the  one  hundred  and  sixty-five  cases 
of  actual  ovariotomy  (oophorectomy),  one  hundred  and  one  re- 
covered, and  sixty-four  died — cures,  60.6  per  cent. 

Dr.  G.  W.  Lyman's  Statistics* — Of  Dr.  Lyman's  three  hun- 
dred cases,  two  hundred  and  twelve  only  were  cases  of  oopho- 
rectomy, and  of  these  the  recoveries  were  57.22  per  cent. 

Dr.  J.  Clay's  Table.— In  1860,  Dr.  John  Clay,  of  Birming- 
ham, England,  published  a  table  of  all  the  attempted  operations 
of  ovariotomy  to  that  time,  in  an  appendix  to  his  translation 
of  Kiwisch's  "  Lectures  on  Diseases  of  the  Ovaries."  He  obtained 

1  "Transactions  of  American  Medical  Association,''  1851. 

2  Twenty-five  of  Dr.  Atlee's  cases  were  merely  exploratory  incisions,  all  of 
which  recovered. 

3  "Prize  Essay,"  1856  ;  and  American  Journal  of  Medical  Sciences,  April,  1857, 
p.  462. 
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the  majority  of  his  cases  from  Dr.  Atlee  and  Dr.  Lyman,  but 
improved  upon  both  by  arranging  them  under  the  separate 
heads  of  "  completed  ovariotomy  "  and  "  attempted  ovariotomy," 
thus  also  including  partial  excision  of  diseased  ovaria.  He  in- 
cludes three  hundred  and  ninety -five  cases  of  completed  ovari- 
otomy, of  which  two  hundred  and  twelve  recovered,  and  one 
hundred  and  eighty-three  died — 53.67  per  cent,  recovered. 

Dr.  P.easleds  Table? — In  1864,  I  published  a  table,  in- 
cluding one  hundred  and  fifty  additional  cases  of  oophorectomy 
which  had  occurred  during  the  four  years  commencing  with 
1860.  Of  these  cases  ninety-nine  recovered  and  fifty-one  died — 
66  per  cent,  recovered.  This  brought  the  whole  number  of 
reported  cases  of  completed  ovariotomy  up  to  five  hundred  and 
forty-five  at  the  beginning  of  the  year  1864. 

DutoWs  Table? — This  table  also  appeared  in  1864,  and  is 
intended  to  include  the  cases  of  completed  ovariotomy,  in  all 
countries,  up  to  November  30,  1863.  It  is  a  reproduction  of 
Dr.  J.  Clay's  table,  with  the  additional  cases  reported  in  1860 
to  1 864  ;  and  all  the  cases  in  each  country  are  included  under  a 
distinct  head.  The  operations  are  also  arranged  in  chrono- 
logical order.  In  all  respects  it  is  prepared  with  the  utmost  care. 
It  includes  five  hundred  and  seventy-seven  cases  of  actual  ovari- 
otomy from  all  sources,  of  which  three  hundred  and  twenty- 
three  recovered  and  two  hundred  and  fifty-four  died — fifty-six  per 
cent,  recovered.     The  different  countries  are  thus  represented  : 

United  States 117  cases  and    68  successes,  58.12  per  cent,  recovered. 

Great  Britain 379      "       "    230        "  60.68       "  " 

France 26      "       "      12        "  46.15       "  " 

Germany3 55      "       "      15        "  27.27       "  " 

Thus  it  appears  that,  previously  to  1851,  the  recoveries  from 
all  the  cases  of. ovariotomy  were  60.6  per  cent. ;  of  all  the  cases 
up  to  1856,  57.22  per  cent,  recovered ;  and  of  all,  up  to  1860, 
the  recoveries  were  but  53.67  per  cent.  But  it  must  also  be 
remembered  that,  previously  to  1851,  very  few  but  experienced 
surgeons  ever  attempted  the  operation  ;  and  that  Dr.  C.  Clay, 

1  American  Journal  of  Medical  Sciences,  January,  1865,  p.  89. 

2  "  Die  Ovariotomie  in  England,  Deutscbland,undFrankreich,"  Wiirtzburg,  1864, 
Dr.  Eug.  Dutoit. 

3  Of  Simon's  forty-four  cases,  all  in  Germany  (1858),  twelve  recovered — 27  per  cent. 
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of  Manchester,  had  performed  no  less  than  forty  of  the  one 
hundred  and  sixty-five  cases  reported  up  to  that  time.  Their 
results,  however,  encouraged  inexperienced  operators  to  try 
their  skill,  or  in  some  cases  their  want  of  it,  and  for  eight  or  ten 
years  the  average  success  of  the  operation  was  diminished.  I 
find  that  the  three  hundred  and  ninety -five  completed  opera- 
tions of  ovariotomy  which  had  been  reported  up  to  1860  (Dr. 
J.  Clay's  table)  were  performed  by  no  less  than  one  hundred  and 
fifty-seven  individual  operators  ;  and  that,  of  these,  eighty-seven 
had  reported  only  the  single  instance  quoted.  Several  others 
also  had  operated  but  twice.  And  the  percentage  of  recove- 
ries would  have  been  considerably  less  than  53.67,  had  not  Dr. 
C.  Clay  alone  contributed  ninety-four  cases  of  the  three  hundred 
and  ninety-five,  and  with  a  success  of  sixty -nine  per  cent.  Dr.  W. 
L.  Atlee  and  I.  B.  Brown  also  contributed  nineteen  cases  each. 

The  author's  table  for  the  first  four  years  only  of  the  last 
decade  shows  an  increase  of  success  from  53.67  per  cent.  (1860) 
to  sixty-six  per  cent.  ;  and  it  is  again  found  that  most  of  the 
operators  were  experienced  surgeons,  and  that  a  few  had  already 
become  expert  ovariotomists.  Dutoit,  however,  makes  the 
general  success  up  to  1864  to  be  but  fifty-six  per  cent. 

At  the  commencement  of  1871,  the  general  success  of  all 
the  operations  of  ovariotomy  cannot  be  less  than  sixty  per  cent. 
It,  however,  varies  very  markedly  in  different  countries.  In 
the  United  States — where  the  operation  is  not  seldom  attempted 
by  mere  physicians,  who  never  think  of  performing  any  other 
surgical  operation,  even  of  the  simplest  kind — the  general  suc- 
cess is  kept  at  a  lower  figure,  and  is  probably  not  above  sixty- 
three  per  cent.  In  Great  Britain,  at  least  seven-eighths  of  all 
the  operations  have  for  several  years  been  performed  by  two 
experienced  ovariotomists  (Mr.  Wells  and  Dr.  Keith),  and  the 
general  average  is  not  less  than  sixty-six  per  cent.  In  France, 
however,  the  general  success  had  fallen  to  39.67  per  cent,  in 
1867,1  instead  of  46.15  in  1864,  and  is  now  probably  not  less 
than  fifty  per  cent.  In  Germany,  the  average  success  at  the 
beginning  of  1870  was  41.66  per  cent.2  against  27.27  per  cent, 
at  the  beginning  of  1864  (p.  326). 

1  Boinet,  p.  332,  forty-eight  successes  in  one  hundred  and  twenty-one  operations. 

2  Grenser,  seventy-five  successes  in  one  hundred  and  eighty  cases. 
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The  general  average  of  success,  therefore,  is  not  a  fair  crite- 
rion of  the  real  value  of  ovariotomy  as  a  surgical  procedure,  and 
I  proceed  to  the  statistics  of  those  experienced  in  the  operation. 

It  has  been  alleged  that  the  statistics  of  ovariotomy  are 
totally  unreliable,  since  all  the  successful  cases  are  reported, 
and  many  of  the  unsuccessful  ones  omitted.  This  objection 
has  not  been  proved,  and  it  is  no  more  probable  than  the  same 
assertion  would  be  if  made  in  respect  to  any  other  one  of  the 
capital  operations.  But,  in  case  an  operator  of  extensive  ex- 
perience reports  all  his  cases,  there  is  an  end  to  such  cavilling. 
I  adduce  the  following  remarkable  instances  : 

Dr.  Charles  Clay's  Statistics. — Up  to  December,  1871,  Dr. 
Clay  had  performed  two  hundred  and  fifty  ovariotomies,  with 
one  hundred  and  eighty-two  successes — 72. 8  per  cent. 

Mr.  T.  8.  Wells's  Statistics.— -Up  to  September  1,  1871, 
Mr.  Wells  had  completed  the  operation  of  ovariotomy  four 
hundred  and  forty  times.  Of  four  hundred  of  these  cases,  he 
has  made  reports  as  follows  : 

Of  the  first  one  hundred  cases  *  66  recovered  and  34  died. 

Of  the  second  "  "     2  72  "  28    " 

Of  the  third  "  "     3  77  "  23    " 

Of  the  fourth  "  "     4  78  "  22    " 

293  107    " 

Here  is  seen  a  progressive  increase  of  success  which  must, 
doubtless,  be  mainly  ascribed  to  increasing  skill  from  a  large 
experience.  It  is  a  fact  of  interest  that  of  Mr.  Wells's  last  one 
hundred  cases,  only  fourteen  per  cent,  died  of  those  operated  on 
in  private  practice  ;  and  thirty-one  per  cent,  of  those  treated 
in  hospital.  On  a  former  occasion  he  reported  better  success 
in  hospital  than  in  private  practice.  Out  of  the  whole  four 
hundred  cases,.  Mr.  Wells  saved  seventy-three  and  a  quarter 
per  cent.,  and  of  his  last  forty  cases  (since  the  four  hundred) 
only  eight  have  died.  He  thinks  the  average  will  yet  be  even 
ninety  per  cent,  of  cures  in  private  practice,  without  excluding 
those  extreme  cases  in  which  the  operation  is  performed  as  a 
forlorn  hope. 

Dr.  T.  Keith's  Statistics. — Dr.  Keith,  of  Edinburgh,  com- 

1  "  Medico-Chirurgical  Transactions,"  vols,  xlvi.,  xlviii.  2  Ibid.,  vol.  L 

3  Ibid.,  vol.  lii.  4  Ibid.,  vol.  liv. 
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menced  his  career  as  an  ovariotomist  in  1863,  and  lias  performed 
the  operation  of  ovariotomy,  up  to  the  end  of  1871,  one  hundred 
and  thirty-six  times.  He  has  attained  to  the  highest  success 
yet  achieved  in  Europe  in  this  department  of  surgery,  having 
saved  eighty-one  patients  out  of  his  first  one  hundred  cases,  and 
thirty  of  his  next  thirty-six.  I  may  add  that  his  cases  have  by 
no  means  been  selected  ones.  On  the  contrary,  very  many  of 
them  were  of  an  unpromising  kind,  and  but  few  of  them 
were  of  a  desirable  character.  There  were  but  three  monocysts 
in  the  first  one  hundred  cases.  These  remarkable  results  are 
ascribable  to  his  great  accuracy  as  a  diagnostician  ;  to  his  ex- 
treme delicacy  and  cautiousness  as  an  operator,  and,  not  least, 
to  his  most  conscientious  and  unremitting  care  during  the  after- 
treatment.  When  he  had  operated  one  hundred  and  thirty-six 
times,  he  had  never  made  a  mistake  in  diagnosis. 

Dr.  J.  T.  Bradford }s  Statistics.1 — These  are  here  added  as 
an  illustration  of  the  highest  percentage  of  success  yet  achieved 
by  any  operator,  though  his  experience  is  limited.  Of  thirty 
ovariotomies  he  had  twenty-seven  recoveries — ninety  per  cent. 

The  fact  that  the  statistics  of  ovariotomy  in  France  and 
Germany  are  far  less  favorable,  especially  till  very  recently, 
than  in  England  and  the  United  States,  has  been  variously 
explained  by  different  authors.  I  have  already  quoted  some 
reasons,  and  suggested  others,  for  the  low  average  success 
of  ovariotomy  in  Germany  and  in  Italy  (p.  317) ;  and  some 
French  writers  have  suggested  that  the  success  in  England  is 
due  to  the  stronger  fibre — la  meilleure  chair — of  the  English, 
and  assert  that  ovariotomy,  therefore,  fails  even  in  Mr.  Wells's 
hands  when  he  operates  on  the  Continent.  A  single  failure 
at.  Brussels,  however,  cannot  be  logically  applied  in  this  way  ; 
and  Boinet  accounts  for  the  difference  in  favor  of  English 
ovariotomists  as  follows : 2 

1.  They  select  their  cases,  and  submit  all  the  monocysts  and 
uncomplicated  cases  to  ovariotomy ;  while  the  Parisian  sur- 
geons, not  less  able  than  they,  have  operated  only  on  polycysts 

1  Dr.  Bradford  died  at  his  residence  in  Augusta,  Kentucky,  in  October,  1871. 
He  was  a  pupil,  in  ovariotomy,  of  Dr.  A.  Dunlap,  of  Ohio.  I  obtain  the  above  sta- 
tistics from  MSS.  sent  me  by  his  son. 

2  Op.  til,  pp.  336-339. 
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of  long  standing,  and  with  complications.  Koeberle  had,  how- 
ever, adopted  the  principles  of  the  English  surgeons,  and  had, 
therefore,  succeeded  better  than  those  of  Paris. 

2.  They  take  care  to  operate  while  patients  are  in  good 
general  health.  In  grave  and  complicated  cases  they  succeed 
no  better  than  the  French. 

3.  In  England  and  Scotland  statistics  were  unfavorable  at 
first,  but  favorable  now.  So  with  France,  if  we  wait  for  the 
future. 

Any  statement  implying  that  Dr.  Clay,  Mr.  Wells,  I.  Baker 
Brown,  and  Dr.  Keith,  have  selected  only  simple  and  recent 
cases  of  monocysts  for  operation,  and  that  they  operate  only 
while  the  patient  is  in  good  health,  is  entirely  unfounded.  A 
large  majority  of  all  the  cases  operated  on  by  these  four  gen- 
tlemen are  polycysts,  and  not  seldom  with  the  most  formidable 
complications ;  they  do  not  refuse  to  operate  in  any  but  the  most 
desperate  conditions,  and  Mr.  "Wells  and  Dr.  Keith  prefer  to 
wait  till  the  health  is  impaired.  Koeberle,  indeed,  has  adopted 
the  principles  in  these  respects  of  the  operators  just  mentioned ; 
but,  in  so  doing,  he  also  includes  in  his  list  a  large  share  of  the 
most  formidable  and  undesirable  cases.1  Still,  he  and  they  have 
succeeded  better  than  the  Parisian  surgeons  in  all  classes  of  cases. 
Indeed,  Koeberle  is  very  explicit  in  denouncing  those  who  ope- 
rate only  in  favorable  cases.  "It  is  easy  to  have  fine  statis- 
tics by  selecting  simple  cases  without  adhesions,  and  practising 
exploratory  incisions  and  operations  left  unfinished.  One  may 
obtain  very  splendid  results  by  refusing  to  operate  in  unfavor- 
able cases,  and  where  the  operation  presents  but  a  slight  chance 
of  success." 2  The  surgeons  of  Paris  are  not  less  able  operators, 
it  is  true,  than  English  surgeons,  but  they  are  constitutionally 
less  cautious,  less  deliberate,  and  more  rapid  ;  and  cautiousness 
is  of  the  first  importance  in  this  operation. 

Grenser  suggests  that  the  reasons  why  English  surgeons 
surpass  all  other  nations  in  the  results  obtained  in  ovariotomy 

1  Je  n'ai  jamais  recule  devant  les  difficulties  del'operation,  du  moment  qu'elle  ne 
m'a  pas.  paru  devoir  etre  fatalement  mortelle.  Dans  les  cas  les  plus  desesperes,  du 
moment  que  reoperation  avais  ete  decidee  je  n'ai  jamais  voulu  me  resoudre  a  la 
cruelle  extremite  de  laisser  1' operation  inachevee  {Gazette  Hebdomadaire,  Aout,  1868, 
p.  498). 

2  Gazette  Hebdomadaire,  August,  1868,  p.  499. 
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are  to  be  found  "  in  the  easy  and  quiet  temperament,  with  the 
hardier  and  better-nourished  systems,  of  Englishwomen;  the 
proper  selection  of  the  locality ;  rooms  well  ventilated  on  the 
second  or  third  story,  remote  from  patients  with  serious  ail- 
ments ;  the  great  variety  of  precautionary  measures  ;  the  supe- 
rior operatic  skill  and  manipulation ;  and  nurses  well  trained 
for  the  work." 

Metropolitan  surgeons  in  all  countries  opposed  ovariotomy 
at  first,  and  afterward  adopted  it  merely  as  an  experiment,  the 
surgeons  of  Paris  being  no  exception  to  this  statement.  But 
the  British  surgeons  above  mentioned,  and  Koeberle  also,  took 
up  ovariotomy  as  a  conscientious  study.  Dr.  Atlee  and  several 
others  in  this  country  have  done  the  same.  The  results  have 
been  such  as  might  be  expected  under  these  two  different  in- 
fluences. But,  at  last,  metropolitan  surgeons  also,  in  all  coun- 
tries, have  entered  upon  this  arena  with  the  true  spirit  of  prog- 
ress, and  already  the  statistics  even  of  Paris  and  of  Berlin 
begin  to  emulate  those  of  Edinburgh  and  London. 


SECTION  II. 

OBJECTIONS   TO    OVARIOTOMY. 

Only  seven  years  since  it  was  still  necessary  to  adduce  argu- 
ments to  prove  ovariotomy  to  be  a  justifiable  operation.1  It  is 
now  adopted  so  generally,  in  all  countries,  as  we  have  seen, 
where  surgery  has  attained  to  a  high  degree  of  perfection,  that 
no  discussion  of  this  question  is  required.  In  the  words  of 
Nussbaum,  of  Munich,  "  ovariotomy  is  now  justified  and  estab- 
lished forever." 2  As  a  matter  of  history  it  is,  however,  proper 
to  specify,  as  briefly  as  possible,  the  objections  which  have  been 
raised  to  it  in  former  times  : 

1.  Ovariotomy  is  a  barbarous  and  inhuman  operation. — This 
objection  applied,  to  some  extent,  to  all  severe  operations  be- 
fore the  application  of  ether  as  an  anaesthetic,  in  1846  ;  but  more 
especially  to  this,  perhaps,  since,  as  Kceberle  remarks,  the  un- 
fortunate patients  were  in  some  sort  obliged,  while  still  alive, 

1  "  Monograph  on  Ovariotomy,"  by  E.  R.  Peaslee,  M.  D.,  pp.  39-46. 

2  "  Vierunddreissig  Ovariotomien." 
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to  assist  at  their  own  autopsy.     But  it  has  been  removed  by 
the  use  of  anaesthetics. 

2.  It  is  too  dangerous  an  operation. — Every  method  of  sur- 
gical treatment  of  ovarian  tumors  is  dangerous  to  life,  and  no 
operation  is  too  dangerous  if  the  patient  must  die  without  it. 
But  statistics  settle  this  point,  and  show  that  ovariotomy  is  not 
more  dangerous  than  several  other  operations  constantly  per- 
formed without  any  objection  being  raised  on  that  ground.  We 
have  seen  that  in  England  and  in  this  country  the  success  of 
the  most  experienced  ovariotomists  varies  from  seventy  to  even 
ninety  per  cent.,  averaging,  in  private  practice,  at  least  seventy- 
five  per  cent.  Can  any  other  capital  operation  show  such  a 
record  ?  Dr.  Simpson  showed,  several  years  ago,  that  amputa- 
tion of  the  thigh,  and  even  of  the  arm,  has  a  higher  mortality 
than  ovariotomy.  So  has  ligature  of  the  subclavian  for  aneu- 
rism, and  the  operation  for  hernia.  Lithotomy  is  as  fatal,  in 
most  hands,  after  the  middle  term  of  life.  Even  amputation 
of  the  leg  is  scarcely  more  safe,  at  all  events,  in  the  hospital 
practice  of  Paris  and  Glasgow.1 

3.  But  the  statistics  are  not  exact  and  reliable. — If  there  was 
truth  in  that  assertion,  in  the  early  history  of  ovariotomy — for 
this  has  not  differed  from  the  other  capital  operations  in  this 
respect — the  assertion  is  no  longer  even  relatively  true.  Mr. 
Wells,  Dr.  Clay,  Dr.  Atlee,  Dr.  Keith,  and  all  of  the  most  ex- 
perienced ovariotomists,  have,  as  we  have  seen,  reported  all 
their  cases,  unsuccessful  as  well  as  successful. 

4.  The  nature  of  the  disease  does  not  justify  so  violent  a 
remedy,  since  (a)  it  may  terminate  spontaneously,  or  (b)  it 
may  exist  indefinitely  without  proving  fatal. 

a.  In  a  preceding  chapter  we  have  seen  how  very  rarely 
ovarian  cysts  spontaneously  disappear  (as  after  rupture),  only  a 
very  few  cases  proportionately  being  found  in  literature.  We 
have  no  grounds,  therefore,  to  expect  this  termination  in  any 
given  instance. 

b.  The  cases  of  indefinite  and  prolonged  duration  are 
equally  exceptional,  and  of  no  value  as  a  basis  of  treatment. 
On  the  other  hand,   almost   all  the   cases   terminate  fatally, 

1  "  Selected  Obstetrical  and   Gynaecological  Works  "  of  Sir  James  Y.  Simpson, 
New  York,  1871,  p.  798. 
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without  surgical  interference,  within  four  years  at  most  after 
the  patient  detects  the  tumor,  as  has  already  been  shown.  But 
it  is  also  asserted  that — 

5.  Palliative  treatment,  by  tapping  and  internal  medication, 
may  pyrolong  life  indefinitely. — I  have  collected  the  striking 
cases  of  this  kind  which  have  been  recorded  (p.  64),  and  almost 
all  such  cases  are  published  on  account  of  their  rarity  and  curi- 
osity. In  fact,  of  the  cases  collected,  and  afterward  traced 
during  their  lives,  by  Drs.  Robert  Lee  and  Kiwisch,  and  Mr. 
Southam — which  had  been  treated  by  palliative  tapping — who 
did  not  die  of  intercurrent  diseases : 

Ten  per  cent,  died  within  twenty-four  hours  after  the  tap- 
ping. 

Fifty-four  per  cent,  died  within  one  year  after  the  tapping. 

Seventeen  per  cent,  died  during  the  second  year. 

Eight  per  cent,  died  during  the  third  year. 

Nine  per  cent,  died  in  from  four  to  seven  years. 

Two  per  cent,  were  cured. 

It  is,  however,  only  the  cases  of  oligocysts  and  monocysts 
which  give  results  as  favorable  as  the  above.  For  polycysts 
there  is  no  remedy  but  ovariotomy,  and  palliative  tapping  is 
nearly  as  dangerous  as  the  latter  (p.  199).  All  medical  treat- 
ment has  also  been  shown  to  be  inefficient. 

6.  But  permanent  relief  may  not  oe  secured,  even  though  the 
operation  succeed. — In  other  words,  if  the  ovarian  tumor  is  re- 
moved, and  the  patient  recovers,  the  other  ovary  also  may,  at 
some  future  time,  become  diseased  and  require  removal. 

Does  an  operation,  of  any  kind,  upon  a  single  eye,  or  testis, 
or  lower  or  upper  extremity,  guarantee  the  patient  against  a 
similar  operation  upon  the  other  %  When  surgeons  accept  such 
a  condition  for  other  operations,  equal  stringency  may  be 
claimed  for  ovariotomy.  The  fact,  however,  that  the  other 
ovary  is  liable  to  be  found  diseased,  in  a  different  degree,  at  the 
time  of  the  removal  of  the  ovarian  tumor,  is  never  to  be  lost 
sight  of  by  the  operator,  and  will  be  considered  in  a  future 
section. 

1.  The  diagnosis  of  ovarian  tumors  is  difficult  and  uncer- 
tain.— At  the  present  time,  this  is,  in  fact,  the  only  valid  objec- 
tion to  this  operation,  but  one  which  is  constantly  being  di- 
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minislied  by  improved  methods  of  diagnosis.  In  the  early  his- 
tory of  ovariotomy,  the  mistake  was  not  infrequently  made,  as 
has  been  seen,  of  opening  the  abdominal  cavity  for  the  removal 
of  an  ovarian  tumor,  to  find  either  no  tumor  at  all,  or  one  other 
than  ovarian.  These  were,  of  course,  errors  in  diagnosis,  but 
the  former  mistake  is  very  seldom  made  nowadays,  and  the 
latter  far  more  rarely  than  formerly.  Perfect  certainty  of  diag- 
nosis in  every  case  can,  however,  never  be  attained  in  respect 
to  this  class  of  diseases,  any  more  than  of  all  others. 

We  must,  however,  distinguish  the  cases  of  errors  in  diag- 
nosis just  specified  from  another  class  of  cases  often  unfairly 
associated  with  them,  even  by  the  advocates  of  ovariotomy.  I 
allude  to  cases  of  ovarian  cysts  which  it  is  found  impossible  to 
remove,  from  the  existence  especially  of  adhesions  which  had 
not  been  foreseen.  Such  a  case  may  be  fairly  reported  as  one 
of  unfinished  ovariotomy,  but  it  is  not  a  case  of  mistake  in 
diagnosis.  Every  one  knows  it  is  simply  impossible  to  pre- 
determine the  existence  of  adhesions  at  certain  parts  (p.  166) ; 
and,  if  they  are  found  in  the  course  of  the  attempt  to  remove 
the  tumor,  the  operator  has  simply  failed  to  achieve  a  diagnos- 
tic impossibility,  which  a  scientific  diagnosis  does  not  profess 
to  include. 

I  therefore  adduce  the  following  illustrations,  not  as  errors 
of  diagnosis,  since  only  about  seven  per  cent,  of  the  cases  were 
such,  but  as  showing  that  ovariotomy  was  far  more  frequently 
left  unfinished  in  former  times  than  at  present.  Of  the  one 
hundred  and  sixty-two  cases  reported  by  Dr.  R.  Lee,  sixty  were 
left  uncompleted,  and  of  these  nineteen  died.  In  four  of  the 
sixty  cases  there  was  no  ovarian  disease  to  be  removed.  The 
last  mistake  of  this  kind,  however,  occurred  to  Dr.  Granville, 
in  1829. J  Of  the  sixty-four  operations  collected  by  Simon,  in 
1858,  fifteen  were  not  finished,  and  there  were  two  errors  of 
diagnosis. 

Dr.  John  Clay  (1860)  includes  in  his  tables  three  hundred 
and  ninety-five  cases  of  completed  ovariotomy ;  one  hundred 
and  seven  cases  of  uncompleted  ovariotomy  (twenty-five  of  par- 
tial excision,  and  eighty-two  not  finished  by  reason  of  adhe- 
sions) ;  twenty-four  cases  not  finished  (no  tumor,  or  tumor  not 

1  "  Medico-Chirurgical  Transactions,"  1851,  vol.  xxxiv.,  pp.  10-35. 
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ovarian) ;  and  thirteen  errors  of  diagnosis.  Thus,  out  of  five 
hundred  and  thirty-nine  cases,  there  were  at  least  thirty-seven 
of  mistake  in  diagnosis,  and  one  hundred  and  seven  cases  which 
were  not  finished  on  account  of  adhesions,  which  could  not  be 
recognized  before  the  operation  was  commenced. 

Grenser  (1870)  adds  to  one  hundred  and  twenty-nine  cases 
of  completed  ovariotomy,  in  Germany,  seven  cases  unfinished, 
and  ten  of  mistakes  in  diagnosis.  The  errors  in  diagnosis, 
therefore,  up  to  1860,  included  about  seven  per  cent,  of  all  the 
cases ;  and,  even  in  the  last  mentioned  year,  only  a  fraction 
less,  in  Germany,  than  seven  per  cent. 

But  in  this  country  and  in  Great  Britain  the  proportional 
number  of  diagnostic  errors  is  not,  among  the  most  experienced 
operators  at  the  present  time,  more  than  one  to  two  per  cent. 
And  no  instance  has  been  of  late  recorded  of  opening  the  ab- 
dominal cavity,  to  find  there  was  no  tumor  at  all ;  but  the  error 
has  consisted  in  mistaking  some  other  form  of  tumor — generally 
a  uterine  fibro-cyst — for  an  ovarian  cyst.  Dr.  Keith  had  not 
made  a  single  mistake  in  diagnosis  when  he  had  operated  one 
hundred  and  thirty-six  times ;  and  Mr.  Wells  very  seldom  made 
one  in  his  experience  of  four  hundred  and  fifty  operations. 

On  the  other  hand,  the  number  of  unfinished  operations, 
constituting  up  to  1860  a  little  more  than  one-quarter  of  all  the 
cases,  is  constantly  diminishing.  Mr.  Wells  had  had  but  nine- 
teen cases  in  connection  with  his  three  hundred  cases  last  re- 
ported. Dr.  Keith  had  had  but  four  cases  up  to  January,  1872, 
in  one  hundred  and  forty  cases,  leaving  one  hundred  and  thirty- 
six  operations  completed.1  Nussbaum  finished  every  operation 
of  his  first  thirty-four  cases  reported,  and  Koeberle  every  one 
of  his  first  sixty-nine.  This,  not  because  adhesions  are  now 
diagnosticated  with  very  much  more  certainty  than  twenty 
years  ago,  but  because  such  as  would  then  have  been  consid- 
ered a  bar  to  the  completion  of  the  operation  are  now  often 
overcome  without  hesitation.  Indeed,  it  is  now  generally  ad- 
mitted that,  as  a  general  rule,  Koebeiie  is  right  in  maintaining 
that  the  patient  is  far  more  likely  to  recover  if  the  operation  is 
finished,  in  case  of  an  ovarian  cyst,  than  if  left  uncompleted. 

8.  Finally,  it  has  been  objected  to  ovariotomy  on  the  Conti- 

1  Private  correspondence. 
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nent  of  Europe,  that  the  French  and  German  women,  at  least, 
are  not  endowed  with  that  tolerance  of  surgical  interference 
with  the  pelvic  viscera  which  the  English  and  American  women 
possess. 

The  continually-increasing  percentage  of  successful  cases, 
during  the  past  seven  or  eight  years,  on  the  Continent,  contra- 
dicts this  view  of  the  subject,  and  points  to  previous  defects  in 
the  method  of  operating,  rather  than  in  the  temperament  and 
constitution  of  the  patients.  And  we  have  already  observed 
in  our  historical  sketch,  that  in  Germany  even  more  than  in 
France,  since  the  operation  was  more  recently  introduced  into 
the  latter  country,  there  was  at  first  a  tendency  to  experiment 
rather  than  to  learn — to  ignore  what  had  already  been  done 
and  settled  in  England  and  America,  and  to  strike  out,  each 
operator  for  himself,  with  some  new  device.  This  obstacle  is, 
however,  now  recognized  by  German  surgeons  themselves ;  as, 
witness  the  following  remarks  of  Billroth,  of  Vienna  ;  and  the 
spirit  he  manifests  will  soon  bring  the  Germans  up  to  the  Brit- 
ish and  American  statistics : 

"  I  recently  received  a  visit  from  one  of  my  former  assist- 
ants, who  had  just  returned  from  England,  and  he  informed  me 
that  he  had  been  present  at  the  performance  of  his  four  hundred 
and  twenty-seventh  ovariotomy  by  Spencer  Wells.  Truly,  we 
surgeons  of  the  Continent  cannot  deal  with  proportions  like 
these  when  appealing  to  our  experiences  in  order  to  decide 
upon  this  or  that  mode  of  procedure ;  and  just  as  Paris,  Berlin, 
or  Vienna,  are  mere  small  towns  compared  with  London,  so  the 
total  number  of  ovariotomies  performed  on  the  Continent  is 
trifling  when  we  consider  the  frequency  of  this  operation  in 
Great  Britain.  And  yet  we  should  relate  our  cases  also,  and 
especially  for  the  sake  of  the  unfortunate  women  who  are  the 
subjects  of  ovarian  tumors,  and  who,  remaining  unoperated 
upon,  or  only  submitted  to  tapping,  almost  all  die  in  the  course 
of  a  few  years  ;  for  most  of  these  might  be  saved  by  operation, 
and  enjoy  a  long  life  afterward — and  the  more  so,  inasmuch  as 
these  ovarian  tumors  are  seldom  combined  with  other  diseases, 
and  most  of  these  women,  with  the  exception  of  the  ovarian 
affection,  are  in  good  health. 

"  First  of  all,  surgeons  must  dismiss  from  their  minds  that 
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ovariotomy  is  a  dangerous  operation  ;  and,  through  the  medium 
of  well-informed  practitioners,  this  conviction  must  make  its 
way  with  the  public.  After  ovariotomy,  skilfully  performed 
according  to  the  rules  of  art,  recovery  is  the  general  rule,  and 
a  fatal  issue  the  constantly-diminishing  exception.  Comparing 
it  with  some  other  operations,  ovariotomy,  taking  the  mass  of 
cases,  is  shown  by  statistics  to  be  less  dangerous  than  amputa- 
tion of  the  thigh,  disarticulation  of  the  shoulder-  and  hip-joints, 
or  excision  of  the  hip  or  knee.  Its  danger  is  about  the  same 
as  that  of  amputation  of  the  arm,  excision  of  the  shoulder,  par- 
tial excision  of  the  jaw,  lithotomy  in  the  young,  and  similar 
operations.  We  must,  however,  perform  ovariotomy  strictly 
according  to  the  rules  laid  down  by  the  English  operators  in 
their  classical  works  ;  and  only  after  having*  attained  the  same 
results  should  we  venture  to  practically  put  into  force  our  own 
ideas,  in  order  to  improve  upon  these.  I  had  the  good  fortune 
to  see  Spencer  "Wells  operate  upon  two  complicated  cases,  and 
from  them,  as  well  as  from  oral  communication  with  this  re- 
markable man,  I  learned  much.  I  constantly  follow  his  pre- 
cepts, knowing  that  he  has  long  since  thoroughly  thought  out 
and  tested  all  that  can  happen  to  myself.  I  shall  willingly  re- 
gard myself  during  my  lifetime  as  his  scholar ;  and  contented 
shall  I  be  if  it  falls  to  my  lot,  by  means  of  this  operation,  to 
snatch  from  certain  death  one-half  the  number  of  lives  he  has 
been  enabled  to  save." 

ISTussbaum  remarks  that  a  principal  reason  of  the  unsuccess 
of  ovariotomy  in  Germany  was,  a  failure  to  appreciate  the  ne- 
cessity of  perfect  cleanliness  in  all  the  details  of  the  operation, 
which  has  always  been  so  carefully  secured  in  this  country  and 
Great  Britain.  Kceberle  claims  that  the  improved  success  of 
this  operation  of  late  in  France  is  due  to  improvements  made  by 
himself,  both  in  respect  to  the  operation  and  the  after-treat- 
ment. But,  admitting  his  decided  merits  in  these  directions,  it 
may  be  remembered  that  success  quite  equal  to  his  own  had 
been  achieved  by  the  most  experienced  operators  in  England, 
Scotland,  and  the  United  States,  even  before  1863,  when  Kce- 
berle commenced. 

We  may,  however,  mention  two  influences  which  diminish 
the  success  of  all  capital  operations  while  still  in  their  infancy : 
22 
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1.  So  long  as  the  profession  generally  is  opposed  to  the 
operation,  it  will  be  deferred  to  the  last  moment,  before 
it  is  suggested  to  the  patient ;  and  the  latter,  therefore,  falls 
into  a  very  unfavorable  physical  condition  for  the  operation. 

2.  Since  the  patient  understands  the  operation  is  not  recom- 
mended, but  simply  permitted  as  a  last  resort,  it  is  submitted 
to  as  such,  and  thus  is  quenched  the  confident  hope  of  recovery, 
which  is  perhaps  the  most  powerful  of  all  the  influences  tend- 
ing to  secure  it. 

On  the  other  hand,  when  the  profession  have  generally  ac- 
cepted the  operation,  it  is  seasonably  recommended,  and  the 
patient  may  thus  secure  the  best  condition,  both  mentally  and 
physically,  to  insure  its  success.  Other  special  causes  of  the 
varying  success  of*  ovariotomy  in  different  countries  have  been 
specified  on  pages  31 7  and  331. 

SECTION  III. 

CONSIDERATIONS   IN  FAVOR   OF   OVAEIOTOMT. 

The  following  propositions  have  been  established  in  the 
previous  portions  of  this  work  : 

1.  Ovarian  cysts,  with  very  few  exceptions,  surely  prove 
fatal  within  a  few  years  ; 1  less  than  four  years  from  the  time  of 
their  discovery,  if  polycysts — if  not  subjected  to  treatment. 

2.  Medical  treatment  of  ovarian  cysts  has  been  alleged  to 
have  effected  a  cure  in  but  twelve  or  fifteen  instances  in  all ; 
and  all  these  cases  are  doubtful.  There  is,  therefore,  no  rational 
ground  for  expecting  a  cure  from  this  method  of  treatment  in 
any  particular  case. 

3.  Tapping  of  ovarian  cysts,  at  best,  simply  postpones  for  a 
time  the  necessity  of  removing  them  ;  but  in  case  of  polycysts 
it  proves  to  be  as  dangerous  as  ovariotomy,  and,  besides,  it 
affords  but  a  slight,  if  any,  temporary  relief.  It  does  not, 
therefore,  in  either  form  of  cyst  prevent  the  final  necessity  of 
ovariotomy. 

4.  Iodine  injections  are  applicable  only  to  cases  of  mono- 
cysts  or  oligocysts,  containing  a  serous,  purulent,  or  sanguine- 

1  Boinet  states  that  ovarian  cysts  kill  ninety-eight  out  of  one  hundred  patienta 
in  a  short  time. 
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ous  fluid,  and  uncomplicated  by  adhesions  or  otherwise.  It  is, 
however,  generally  impossible  to  predict  the  absence  ot  com- 
plications with  any  certainty  after  the  cyst  has  attained  the 
middle  of  the  second  stage ;  and,  on  the  other  hand,  compli- 
cations are  to  be  expected  by,  or  soon  after,  this  time.  There- 
fore these  injections  should  be  restricted  to  the  first  and  second 
stages  of  monocysts — a  period  before  ovariotomy  is  to  be 
thought  of. 

5.  The  treatment  of  ovarian  cysts  by  tapping  and  leaving 
the  canula  in  situ,  as  improved  by  Dr.  Noeggerath  (p.  220), 
finds  its  true  application  only  in  cases  of  ovariotomy  left  un- 
finished by  reason  of  adhesions,  and  some  cases  of  cysts  in  which 
ovariotomy  for  any  sufficient  reason  should  not  be  attempted 
at  all.  Except  as  improved  by  Dr.  Noeggerath,  this  procedure 
is  more  dangerous,  however,  than  ovariotomy. 

6.  Ovariotomy,  therefore,  with  the  exceptions  mentioned  in 
the  preceding  paragraph,  is  the  only  curative  procedure  to  be 
recommended  for  all  ovarian  cysts  which  have  passed  beyond 
the  commencement  of  the  third  stage,  and  for  polycysts  at  any 
stage,  if  found  to  be  already  undermining  the  general  health. 

7.  Ovariotomy,  in  well-selected  cases,  is  not  comparatively  a 
dangerous  operation,  ninety  per  cent,  recovering,  probably,  in 
the  hands  of  experienced  operators.  Over  eighty  per  cent,  have 
actually  been  saved  of  cases  not  selected  for  their  promising 
features,  but  taken  as  they  came  under  the  operator's  notice, 
who  rejected  none  which  seemed  to  afford  any  chance  of  recov- 
ery from  the  operation. 

8.  Ovariotomy,  when  successful,  restores  the  patient,  as  a 
rule,  to  full  and  perfect  health ;  while  other  capital  operations 
are  expected  to  leave  some  part  or  function  at  least  impaired, 
if  not  removed.  This  proposition  will  be  illustrated  in  the 
chapter  on  the  physiological  effects  of  this  operation.  Dr.  Ty- 
ler Smith,  who  had  at  first  opposed  ovariotomy,  admitted, 
after  his  first  four  operations  only,  that  he  had  thus  done  more 
good  in  ovarian  cases  than  in  the  whole  of  his  previous  pro- 
fessional career.1 

9.  Finally,  ovariotomy  excels  all  other  strictly  surgical  pro- 
cedures in  its  life-prolonging  results  to  woman.     I  exemplify 

1  "Obstetric. Transactions,"  vol.  iii.,  p.  63,  1862. 
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this  proposition  from  the  experience  of  Mr.  T.  S.  Wells.  The 
average  age  of  the  third  one  hundred  patients  ovariotomized 
by  Mr.  Wells  was  very  nearly  thirty-nine  (38.97)  years  ;  and  at 
the  age  of  thirty-nine  the  expectation  of  life  for  a  woman  in 
health  in  England  and  Wales  is,  according  to  Dr.  Parr's  table 
of  the  mean  duration  of  life,1  28T5^-  years.  Had  no  operation 
been  performed,  ninety-five  (Boinet  says  ninety-eight)  of  these 
women  would  have  died  in  less  than  an  average  of  four  years, 
while  the  remaining  five  might  possibly,  but  not  probably, 
have  averaged  eight  years  each,  of  life.  This  would  give  an 
aggregate  of  (95  x  4)  +  (5  x  8)  four  hundred  and  twenty  years 
of  life  for  the  whole  one  hundred  persons. 

But  Mr.  Wells  saved  seventy-seven  of  his  third  one  hundred 
cases,  and  thus  added  to  their  lives  (28T5F  x  77)  —  (4  x  77)  1,880 
years  ;  while  the  loss  of  life  on  the  part  of  the  twenty-three  who 
did  not  recover  from  the  operation,  if  we  assume  the  high  esti- 
mate of  four  years  for  each,  was  ninety-two  years.  The  result, 
therefore,  of  the  third  one  hundred  operations  by  Mr.  Wells  is 
the  actual  bestowal  of  (1,880—92)  1,788  years  of  life  on  his  one 
hundred  patients,  more  than  they  would  collectively  have  ex- 
perienced had  no  operation  been  performed.  And  if  we  date 
from  the  operation  only,  with  the  seventy-seven  who  recovered, 
we  find  that  (77  x  28-J-)  2,188  years  of  average  healthy  life  has 
been  given  them,  instead  of  the  (77  x  4)  three  hundred  and 
eight  years  of  misery  they  would  have  suffered  up  to  their  death ; 
and  of  the  four  hundred  and  twenty  years  of  miserable  existence 
the  whole  one  hundred  would  have  passed. 

Considering  that  the  preceding  estimate  is  lower  than  is 
justified  by  the  facts — for  the  tables  of  Finiaison  would  have 
made  the  result  at  least  twelve  per  cent,  higher — it  is  a  modest 
claim  for  Mr.  Wells,  that  he  alone,  by  his  operations  as  an  ova- 
riotomist,  now  numbering  four  hundred  and  fifty,  has  added 
more  than  (1,788  x  4J)  8,046  years  to  the  aggregate  lives  of  his 
patients,  and  secured  to  the  survivors  (2,188  x  4§)  9,846  years 
of  average  health,  in  lieu  of  (308  x  4r|)  1,386  years  of  suffering. 

By  a  similar  calculation,  upon  the  data  on  pages  248  and 
276,  it  may  be  shown  that,  in  the  United  States  and  Great  Britain 
alone,  ovariotomy  has,  within  the  last  thirty  years,  directly  con- 

1  "  Chambers's  Encyclopaedia,"  Article,  Mortality,  Law  of. 
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tributed  more  than  thirty  thousand  years  of  active  life  to  woman  ; 
all  of  which  would  have  been  lost  had  ovariotomy  never  been 
performed. 

When  Mr.  T.  S.  Lee  termed  ovariotomy  "  an  operation 
without  its  parallel,"  1  he  alluded  merely  to  its  formidable  sur- 
gical aspects  ;  for  its  real  value  could  not,  in  1847,  be  appre- 
ciated. But  all  can  now  agree  with  Grenser  when  he  terms  it 
an  operation  fraught  with  happiness ;  with  Dr.  Keith,  who 
thinks  it  a  splendid  operation ; 2  and  with  Koeberle,  who  terms 
it  "  un  des  plus  beaux  titres  de  gloire  de  notre  epoque  chirur- 
gicale." 3 

SECTION  IV. 

THE   CLASSES   OF   OASES   TO   WHICH   OVABIOTOMY   IS   ADAPTED. 

Dr.  J.  Matthews  Duncan  admitted,  in  1857,  that  cases  jus- 
tifying the  operation  may  occur ;  but  asserted  that  there  is  no 
class  of  cases  for  which  it  is  a  scientific  therapeutic  measure.4 

It  has  been  shown,  on  previous  pages  of  this  work,  that  ova- 
riotomy is  adapted  to,  and  is  the  sole  curative  method  for,  the 
following  classes  of  ovarian  tumors  : 

1.  All  solid  tumors. 

2.  All  polycysts. 

3.  All  dermoid  cysts. 

4.  All  monocysts  also  (and  oligocysts),  except  the  few  cases 
which,  for  reasons  before  stated,  should  be  treated  by  iodine 
injections,  or  by  Dr.  Noeggerath's  method  (p.  220). 

Ovariotomy  is,  therefore,  the  only  appropriate  remedy  in 
not  less  than  eighty  per  cent,  of  the  cases  of  the  last-mentioned 
class,  and  in  all  the  cases  of  all  the  other  classes. 

1  Op.  tit.,  p.  115. 

2  "  I  think  it  a  splendid  operation.  At  the  same  time  I  feel  that  I  somehow 
know  less  about  it  than  I  seemed  to  do  some  years  ago.  There  is  yet  much  to  learn 
about  it.'' — (Letter  to  the  author,  November,  1869.) 

3  "  De  l'Ovariotomie,"  p.  34. 

4  The  Lancet,  May,  185*7,  p.  619. 
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CONDITIONS    DETERMINING   WHEN    OVARIOTOMY    SHOULD   BE     PER- 
FORMED;    DIRECT   CAUSES   OF   A   FATAL   RESULT. 

SECTION    I. 

CIBOTJMSTANOES   MAINLY   DETERMINING   WHEN   OVAEIOTOMY   SHOULD   BE 
PEEFOEMED. 

Yery  often  the  operator  has  no  choice,  but  must  operate 
without  delay  if  he  would  give  the  patient  any  chance  of  re- 
covery. But,  if  the  case  come  seasonably  under  his  observation, 
the  following-  circumstances  should  be  considered : 

A.  The  general  health  of  the  patient. 

B.  The  kind  and  size  of  the  ovarian  tumor. 
0.  The  thickness  of  the  abdominal  walls. 

A.  It  is  a  question  of  the  highest  practical  importance, 
whether  the  operation  should  be  performed  while  the  patient  is 
in  full  general  health,  or  be  deferred  till  the  latter  is  somewhat 
impaired.  And  we  find  that  directly  opposite  opinions  have 
been  held  by  ovariotomists  on  this  point.  In  1864  "Mr.  T.  S. 
Wells,  Dr.  Black,  and  I.  B.  Brown,  held  that  the  more  robust 
the  patient  is,  the  better.  Mr.  Hutchinson  maintained  that 
the  earlier  we  operate,  the  better."  '  Spiegelberg,  of  Breslau, 
holds  that  the  earlier  ovariotomy  is  performed,  the  better  is  the 
chance  of  success.2  On  the  other  hand,  Dr.  W.  L.  Atlee,  Dr. 
Bradford,  Dr.  Tyler  Smith,  Dr.  Keith,  and  Mr.  Erichsen,  think 
the  results  of  the  operation  are  more  favorable  if  the  general 
health  is  somewhat  impaired  by  the  ovarian  disease — which 
opinion  I  have  always  held. 

Mr.  Wells  now  adopts  the  latter  view  of  this  subject,  and 
states  that  "  patients  in  full  health  do  not  do  as  well  as  those 

1  "Monograph  on  Ovariotomy,"  p.  55.  8  "Archiv.  fur  Gynaskol.,"  18*70. 
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accustomed  to  an  invalid  life ; "  1  but  Dr.  Clay,  Mr.  Bryant, 
and  others,  still  hold  to  the  former  opinion.  I.  B.  Brown 
operates  as  soon  as  the  diagnosis  is  established ;  and  Kceberle 
prefers  that  the  general  health  should  not  be  enfeebled.2  Ne- 
laton  and  Nussbaum  delay  till  the  general  health  is  decidedly 
impaired.  I  think  this  question  should  be  decided  on  the 
following  grounds,  as  shown  in  the  monograph  before  re- 
ferred to : 

1.  If  we  delay  till  the  health  is  somewhat  impaired,  and  the 
patient  is  slightly  anaemic  (at  least,  not  having  much  pressure 
of  blood  in  the  vessels),  we  diminish  the  risk  of  peritonitis, 
which  destroys  one-fourth  of  all  who  die  after  the  operation. 
Haemorrhage  is  also  less  liable  to  occur.  Dr.  Black,  indeed,  re- 
marks, in  connection  with  this  subject,  that  there  is  "less  pre- 
disposition to  inflammation  with  strength  than  with  weak- 
ness." 3  Unless  he  means  extreme  weakness — a  condition  no 
one  would  recommend — I  think  his  statement  entirely  un- 
founded; and,  even  with  that  qualification,  it  should  be  re- 
ceived with  some  degree  of  skepticism,  since  death  after  the 
operation,  in  cases  of  great  debility,  generally  results  not  from 
peritonitis,  but  from  shock  or  exhaustion,  which  are  equally 
fatal  with  inflammation,  since  they  together  also  destroy  one- 
fourth  of  all  who  die.  At  all  events,  a  long-distended  state  of 
the  peritonaeum  very  much  diminishes  its  sensibility,  and  the 
danger  of  traumatic  peritonitis.  Dr.  Black  made  the  preceding 
remark  in  connection  with  a  successful  operation  on  a  patient 
who  had  had  the  tumor  ten  years  without  affecting  the  general 
health ;  but,  in  another  precisely  similar  case,  I  should  delay  for 
the  preceding,  and  more  especially  for  the  following  reasons. 

2.  If  the  ovarian  disease  has  not  yet  deranged  the  general 
health,  the  patient  is  certainly  in  no  immediate  danger  from  it. 
She  may,  and  probably  will,  live  several  months,  and  perhaps 
years,  before  she  will  be  in  danger.  Is  it  right  to  expose  her 
to  the  risk  of  dying  in  a  few  days  in  such  circumstances  \  Cer- 
tainly not,  unless  it  can  clearly  be  shown  that  the  risk  is  con- 
stantly becoming  greater  from  delay,  and  which  I  shall  show  is 
not  necessarily  the  case.     If,  then,  we  are  tolerably  certain  that 

1  Correspondence,  June,  1872.  2  "De  l'Ovariotomie,"  p.  51. 

3  The  Lancet,  October,  1863,  p.  650. 
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the  patient  will  live  several  months,  or  even  some  years  with- 
out the  operation,  let  us  make  sure  of  that  amount  of  life  first, 
and  operate  when  it  becomes  apparent  that  the  operation  is  the 
only  means  of  much  further  prolongation  of  life. 

3.  By  deferring  the  operation  so  long  as  the  patient  remains 
comparatively  comfortable,  we  gain  time,  if  there  be  doubt  in 
the  case,  to  perfect  our  diagnosis,  by  tapping,  if  so  decided. 

4.  Those  who  operate  in  robust  health  do  not  have  better 
success  than  those  who  wait  for  the  general  health  to  become 
somewhat  impaired.  Besides,  some  of  the  early  successes  of 
T.  S.  Wells  and  I.  B.  Brown  have  been  achieved  by  a  free 
bleeding  of  their  patients  when  inflammatory  symptoms  came 
on — doubtless  a  wise  expedient,  if  a  patient  is  operated  upon  in 
full  health,  as  it  puts  her  on  a  par  with  one  who  had  previously 
been  somewhat  ansemiated  by  the  disease.  I  cannot,  therefore, 
avoid  regarding  it  as  fortunate  that  most  of  every  operator's 
patients  do  not  come  under  his  observation  till  the  general 
health  is  somewhat  impaired;  so  that,  independently  of  his 
theory  on  the  question  under  consideration,  he  is  usually  obliged 
to  operate  in  this  condition. 

5.  Certain  comparative  facts  have  been  stated,  on  page  263, 
in  respect  to  pathological  amputations,  and  those  of  expediency ; 
whence  it  must  be  logically  inferred  that  ovariotomy  is  more 
successful  if  performed  after  the  general  health  of  the  patient  is 
somewhat  impaired.  My  statistics  and  my  observation  also 
sustain  this  proposition. 

6.  If  we  wait  till  the  general  health  is  somewhat  impaired, 
the  abdominal  walls  will  have  become  thinner,  from  absorption 
of  the  subcutaneous  adipose  tissue,  and  also  from  greater  dis- 
tention. When  we  come  to  attempt  an  accurate  closure  of  the 
incision  after  the  tumor  is  removed,  it  is  found  desirable  that 
the  parietes  should  not  be  more  than  one-half  to  three-quarters 
of  an  inch  thick ;  and  also  that  there  is  far  less  danger  should 
vomiting  or  coughing  occur  after  the  operation,  if  the  abdomi- 
nal walls  have  been  pretty  largely  distended.  One  of  my  pa- 
tients nearly  succumbed  in  consequence  of  the  impossibility 
of  accurately  coaptating  the  edges  of  the  incision  through  its 
entire  thickness ;  and  another  was  eventually  lost  from  a  stran- 
gulated hernia,  produced  by  a  violent  cough,  after  the  removal 
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of  a  small  uterine  fibroid.1  But,  on  the  other  hand,  we  are  of 
course  not  to  delay  the  operation  till  the  health  is  entirely- 
broken  down,  lest  death  ensue  from  shock  or  exhaustion. 

Except  the  slight  debility  of  the  patient,  as  just  described, 
it  is  desirable  that  she  should  be  as  nearly  healthy  as  possible 
at  the  time  of  the  operation,  and  especially  so  far  as  the  diges- 
ive  function  is  concerned ;  and,  if  this  is  deranged,  time  should 
first  be  taken  to  correct  the  derangement.  The  debility  should 
be  due  alone  to  the  local  and  not  to  some  intercurrent  disease. 
If  menstruation  has  been  also  arrested  by  the  ovarian  disease, 
I  consider  it  a  favorable  condition.  The  uterus  and  ovaries 
being  inactive,  there  is  less  danger  of  inflammation. 

On  ihe  other  hand,  what  are  the  dangers  and  disadvantages, 
if  any,  which  may  result  from  delaying,  as  I  have  recommended  % 
We  have  to  bear  in  mind  the  fact  that  non-malignant  ovarian 
tumors  do  harm  in  only  two  ways : 

1.  By  exhausting  the  system,  from  the  amount  of  the  ele- 
ments withdrawn  by  them  from  the  blood. 

2.  By  mechanically  interfering  with  the  functions  of  the 
abdominal  and  the  thoracic  viscera. 

But  I  have  already  advised  the  operation  before  the  system 
is  essentially  exhausted,  or  the  functions  seriously  interfered 
with.  The  strongest  argument  against  delay  is,  the  assumption 
that  adhesions  will  be  developed,  if  they  do  not  already  exist, 
and  those  existing  will  become  more  extensive  and  firmer  ;  and 
thus  the  danger  of  the  operation  will  be  enhanced. 

Certainly,  we  must  eliminate  from  this  category  all  cases 
in  which  ascites  is  complicated  with  the  ovarian  tumor,  since, 
in  such,  few  if  any  adhesions  are  formed  at  all,  and  can  hardly 
increase  after  the  fluid  is  abundant.  Nor  is  it  by  any  means 
certain  that  a  tumor  not  thus  complicated,  which  already  dis- 
tends the  abdomen,  and  is  probably  already  somewhat  adhe- 
rent, will  be  essentially  more  so  a  few  months,  or  a  year  or  two 
hence.  If  a  solid  tumor,  or  a  monocyst,  it  probably  will  not  be 
essentially  more  so.  But  I  shall  recur  to  this  point.  The 
only  case  in  which  we  can  rationally  assume  that  a  delay  will 
secure  a  decided  increase  of  adhesions,  is  a  case  uncomplicated 
with  ascites,  of  an  ovarian  cyst,  and  especially  a  polycyst,  still 

1  American  Journal  of  Medical  Sciences,  April,  1855,  p,  398. 
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small,  and  movable  in  the  abdominal  cavity.  But  shall  we 
accept  Mr.  Hutchinson's  rule,  and  operate  as  early  as  possible, 
lest  there  may  be  adhesions  a  year  or  two  hence?  I  have 
given  the  reason  for  first  securing  this  addition  of  a  year  or  two 
to  the  patient's  life,  and  then  dealing  with  the  case  as  we  find  it. 

The  importance  of  adhesions  in  determining  the  result  of 
ovariotomy  will  be  considered  farther  on.  Meantime,  admit- 
ting the  increased  danger  from  adhesions,  it  is  suggested  that 
a  still  greater  will  arise,  if  the  operation  is  performed  in  full 
health,  from  the  greater  risk  of  haemorrhage  and  peritonitis. 
As  a  general  rule,  therefore,  I  conclude  that,  when  the  gen- 
eral health  has  become  somewhat  impaired,  and  not  till  then,  t/ie 
time  for  ovariotomy  has  arrived. 

But  it  does  not  follow  that  the  experienced  operator  should 
refuse  ovariotomy  to  one  who  is  very  much  exhausted.  If,  in 
his  judgment,  there  is  even  a  very  slight  chance  of  recovery,  he 
is  bound  to  give  the  patient  that  chance,  if,  after  a  clear  state- 
ment of  the  probabilities,  she  still  desires  the  operation.  As 
an  index  of  the  degree  of  impairment  of  health  to  be  desired 
for  ovariotomy,  Dr.  Keith  waits  till  there  is  distinct  emaciation 
of  the  thorax  ;  Mr.  Wells  postpones  till  the  patient  is  no  longer 
able  to  walk  a  mile  without  difficulty  ;  Mr.  Bryant  operates 
when  she  is  molested  by  the  size  of  the  tumor  to  the  extent  that 
she  can  no  longer  perform  her  domestic  duties,  and  the  local 
effects  become  insufferable ;  and  Dr.  Greenhalgh  defers  till 
late,  since  the  peritonaeum  thus  becomes  less  sensitive  and  less 
liable  to  traumatic  peritonitis. 

And  here  occurs  the  question  whether  it  is  not  well  to  tap 
the  patient  once  before  ovariotomy  is  resorted  to  ;  upon  which 
I  hold  the  following  opinion  : 

1.  If  the  case  be  clearly  one  of  ovarian  poly  cyst,  tapping  is 
excluded  ;  but  if  there  be  doubt,  while  a  polycyst  is  believed 
to  exist,  tapping  may  be  practised  to  remove  the  doubt ;  it  being 
understood  that  ovariotomy  is  at  once  to  be  proceeded  with  if 
the  previous  belief  is  confirmed. 

2.  Tapping  may  be  resorted  to  in  case  of  supposed  monocyst 
(or  oligocyst)  (a.),  for  a  diagnostic  purpose,  when  the  other  means 
fail,  provided  the  general  health  of  the  patient  demands  surgical 
interference  ;  the  operation  of  ovariotomy  to  be  promptly  per- 
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formed  in  case  any  untoward  symptoms  present  themselves  after 
settling  the  diagnosis  affirmatively ;  or  to  be  delayed  till  the 
cyst  refills,  as  circumstances  may  decide,  (b.)  It  may  also  be 
resorted  to  in  cases  of  too  great  exhaustion  for  ovariotomy,  and 
of  very  large  cysts  attended  by  great  oedema  of  the  lower  ex- 
tremities, with  the  expectation  that  the  patient  will  rally  from 
the  tapping  and  then  acquire  sufficient  strength  to  incur  the 
risks  of  that  operation,  (c.)  It  may  be  practised  in  cases  of 
great  distention,  in  which  it  has  already  been  several  times 
performed  with  impunity,  if,  the  proper  time  for  ovariotomy 
having  arrived,  this  operation  must  for  the  present  be  deferred 
on  account  of  other  controlling  circumstances. 

3.  Tapping,  for  the  removal  of  a  large  collection  of  ascitic 
fluid  alone,  is  justifiable  in  cases  of  ascites  complicating  ovarian 
tumors,  provided  there  are  valid  reasons  for  deferring  ovari- 
otomy, as  it  is  also  for  diagnostic  purposes,  in  cases  supposed 
to  be  thus  complicated.  But  the  precept  asserted  by  Kiwisch, 
that  in  simple,  or  compound  cysts  nearly  allied  to  the  simple, 
an  attempt  should  previously  be  made  in  all  cases  with  tapping, 
cannot  be  defended. 

B.  The  hind  of  tumor  also,  and  its  size,  determine  to  some 
extent  when  ovariotomy  shall  be  performed.  Dr.  Keith  re- 
marks :  "  I  prefer  operating  when  the  tumor  is  large,  and  when 
the  patient  has  suffered  a  good  deal.  I  never  now  operate 
when  the  patient  is  too  well,  and  the  tumor  small.  Perhaps 
my  results  are  attributable  to  this."  1 

The  polycyst  demands  an  earlier  removal  than  the  mono- 
cyst.  It  sooner  undermines  the  health,  and  the  failure  is  also 
more  rapid  when  it  once  commences.  It  also  becomes  more 
certainly  adherent,  and  especially  in  the  pelvis,  where  adhesions 
are  most  dangerous.  Sometimes,  though  rarely,  a  polycyst  has 
already  decidedly  impaired  the  general  health  before  it  has 
completed  its  second  stage.  On  the  other  hand,  dermoid  cysts 
often  exist  for  several  years  before  they  attain  to  a  very  incon- 
venient size,  or  impair  the  general  health ;  and  the  same  may 
be  sometimes  said  of  flaccid  monocysts. 

As  a  rule,  a  monocyst  or  oligocyst  should  not  be  removed 
till  it  has  attained  at  least  to  the  middle  of  the  third  stage.    For 

1  Correspondence,  January,  1872. 
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(1.)  then  the  peritonaeum  has  become  inured  to  distention  and 
to  friction  from  the  cyst — which  have  rendered  it  far  less  sen- 
sitive and  less  liable  to  traumatic  inflammation,  after  ovari- 
otomy. (2.)  The  walls  collapsing  subsequently  to  the  operation, 
after  such  distention,  far  less  mischief  will  result  if  tympanites, 
vomiting,  or  coughing,  should  ensue.  (3.)  And,  lastly,  the  ab- 
dominal walls  will  thus  have  become  thinner.  In  one  of  my 
patients  the  parietes  were  two  inches  thick  for  an  extent  of 
about  three  inches  ;  and,  it  being  impossible  to  perfectly  close 
the  incision  internally,  suppuration  inducing  septicaemia  oc- 
curred, from  which  the  patient  barely  recovered. 

The  complication,  therefore,  of  ascites  with  ovarian  cystoma 
is  favorable  rather  than  otherwise,  if  due  only  to  the  ovarian 
disease,  since  it  distends  and  makes  thinner  the  abdominal 
walls,  and  renders  the  peritonaeum  less  sensitive.  It.  has  been 
already  stated  herein,  that  it  also  to  a  great  extent  prevents  the 
formation  of  adhesions  ;  while  the  tapping  it  necessitates  ena- 
bles us  to  perfect  the  diagnosis,  and  often  to  ascertain  the  pres- 
ence of  adhesions,  if  actually  existing. 

C.  It  is  therefore  better  to  wait,  cmteris  paribus,  till  the 
abdominal  walls  have  become  decidedly  thinned  by  the  devel- 
opment of  the  tumor ;  a  thickness  of  more  than  one  inch  being 
very  undesirable. 

SECTION"  II. 


DIRECT   CAUSES    OF   A   FATAL   RESULT   OF    OVAEIOTOMT. 

The  recognized  causes  of  death  are  somewhat  numerous, 
while,  in  a  considerable  proportion  of  the  cases,  they  have  been 
reported  as  doubtful  or  entirely  unknown. 

Of  one  hundred  and  fifty  cases  qf  ovariotomy  collected  by 
myself,1  fifty-one  died  after  the  operation,  and  from  the  follow- 
ing causes  : 

Per  cent. 

Peritonitis 12=23.53 

Septicaemia 9=17.65 

Shock  or  collapse 7=13.72 

Exhaustion 7=13.72 

Shock  and  septicaemia .. .    1=  1.96 
Haemorrhage 1=  1.96 


Per  cent. 

Strang'n  of  intes.  in  wound  1=  1.96 

Diarrhoea 1  = 

Erysipelas 1  = 

Tetanus 1  = 

Ulceration  through  bladder  1  = 


1.96 
1.96 
1.96 
1.96 


Unknown 9  =  17.64 


American  Journal  of  Medical  Sciences,  January,  1865. 
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Thus  peritonitis  destroys  nearly  one-fourth  of  all  who  die 
after  ovariotomy  (and  some  statisticians  say  even  forty-three 
per  cent.) ;  septicaemia  (blood-poisoning)  destroys  about  one- 
sixth  of  all ;  shock,  collapse,  and  exhaustion,  each  over  one- 
eighth.  I  use  the  term  septicaemia,  as  being  here  more  accurate 
than  pyaemia.  Previously  to  1864,  peritonitis  and  haemorrhage 
were  the  most  frequent  causes  of  death,  except  that  exhaustion 
ranks  next  after  peritonitis  in  Great  Britain.  The  following 
table  shows  the  comparative  influence  of  these  three  causes  in 
the  four  countries  in  which  ovariotomy  has  been  most  fre- 
quently performed : 


CAUSE  OF  DEATH. 


Peritonitis 

Haemorrhage 

Collapse  and  shock. , 

Exhaustion 

Pyaemia  (septicaemia) 
No  cause  assigned  . . 


Great  Britain, 

United  States, 

Germany, 

138  Cases. 

46  Coses. 

37  Cases. 

69 

13 

21 

13 

11 

1 

13 

1 

32 

8 

2 

1 

20 

1  pyaemia 
and  shock. 

12 

1 
6 

France, 
13  Cases. 


Thus,  haemorrhage  formerly  proved  fatal  in  from  one-ninth 
to  one-third  of  the  cases  in  which  the  causes  of  death  were 
specified,1  and  peritonitis  in  from  two-thirds  to  three-eighths  of 
the  cases.  Exhaustion  was  the  cause  of  death  in  about  one- 
fourth  of  the  specified  cases  in  Great  Britain  and  the  United 
States,  one-fifteenth  in  Germany,  and  one-seventh  in  France. 
Septicaemia  had  scarcely  been  recognized  up  to  that  date,  and 
only  a  single  instance  each  is  mentioned  for  Great  Britain, 
the  United  States,  and  Germany. 

The  other  causes  of  death  cannot  be  classified.  There  may 
be  added,  as  rarely  occurring,  pulmonary  apoplexy,  suffocation, 
pulmonary  haemorrhage,  bronchitis,  pneumonia,  embolism  of  the 
pulmonary  artery,  tympanites,  gangrene  of  the  intestines,  rup- 
ture of  the  stomach,  diabetes,  and  congestion  of  the  brain. 
Bilious  vomiting  has  also  proved  fatal,  especially  in  cases  in 
which  the  clamp  has  been  so  applied  as  to  drag  upon  the  uterus. 
Consecutive  abscesses  may  also  prove  fatal. 

It  is  an  interesting  fact  that  but  one  of  the  fifty-one  deaths 

1  That  is,  one  hundred  and  eighteen  cases  in  Great  Britain,  thirty-four  for  the 
United  States,  thirty-one  for  Germany,  and  seven  for  France. 
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in  my  collection  of  cases  is  attributed  to  haemorrhage.  This 
would  indicate  that  better  precautions  have  more  recently  been 
taken  against  haemorrhage  than  formerly,  in  the  management 
of  adhesions  and  of  the  pedicle.  It  is,  however,  not  improbable 
that  some  of  the  nine  cases  of  death  from  causes  not  known 
were  due  to  haemorrhage,  and  some  of  the  instances  of  septi- 
caemia may  have  been  the  secondary  result  of  a  haemorrhage 
not  sufficiently  rapid  to  prove  fatal  as  such.  In  some  of  the 
cases  of  death  from  exhaustion,  the  actual  cause  may  have  been 
a  slow  bleeding  internally. 

"Very  little  influence  was  formerly  attributed  to  shock  or 
collapse,  except  in  Great  Britain,  as  the  preceding  table  shows. 
Dr.  Atlee,  however,  recognized  it  early  in  this  country  as  a 
cause  of  death.  In  his  thirty-eighth  case  the  patient  died,  on 
the  third  day,  from  collapse,  induced  by  profuse  perspiration 
and  diuresis ;  and  in  his  two  hundred  and  sixteenth  case  it  was 
produced  by  effusion  into  the  peritoneal  cavity  from  the  sur- 
face whence  adhesions  had  been  detached.1 

It  follows,  then — from  my  own  table — if  we  ascribe  only 
five  per  cent,  of  the  deaths  after  ovariotomy  to  haemorrhage, 
that  peritonitis,  shock  and  collapse,  haemorrhage,  exhaustion, 
and  septicaemia,  together,  cause  seventy-three  and  one-fourth 
per  cent,  of  all  such  deaths.  And  all  the  special  conditions  of 
the  individual  patient,  which  tend  to  prevent  the  occurrence  of 
these  causes,  just  so  far  tend  to  render  the  operation  successful. 
I  shall  consider  the  conditions  affecting  its  result  in  the  follow- 
ing chapter. 

Of  twenty-three  fatal  cases  reported  by  Koeberle,2  death  oc- 
curred at  the  following  dates  after  the  operation  : 

In  one  day 2         3         4         5         6         1         8         One  month. 

One  died, . 5         1        4         0         1         3         2  1 


The  influence  of  the  above-mentioned  causes,  in  determin- 
ing the  time  and  number  of  deaths,  in  one  hundred  and  fifty 
cases  collected  by  Dr.  J.  Clay,  is  shown  in  the  table  on  the  fol- 
lowing page. 

1  American  Journal  of  Medical  Sciences,  April,  18*71,  p.  398. 
8  Koeberle,  Gazette  Hebdomadaire,  he.  cif,,  p.  500. 
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Date  of  Death  after  Ovariotomy,  showing  the  Influence  of  the 
Preceding  Causes.1 


DEATH  CAUSED   BY 

TIME  OF  DEATH. 

M    g" 
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K 
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3 

a 
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11 
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°5 

6 

3 
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1 
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n 
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o 

g 

£  " 

cu 

thin  two  hours. . 

2  and  12  hours 

12  "    24     " 
24  "    36     " 
36  "    48     " 

'Third  day 

Fourth  day. . . 

Fifth  day 

Sixth  day. . . . 

Seventh  day. . 

Eighth  day. . . 

Ninth  day. . . . 

Tenth  day 

Eleventh  day. . 
r  11  and  13  days 

13  "    15     " 
15     "    18     " 

3  "   4  weeks 

4  "    5     " 

5  "    6     " 

6  "    7     " 
^7    "10    " 

2 
6 
4 

2 
2 
2 
2 
2 
1 

1 
1 

3 
2 
6 
3 
4 
3 
1 
1 
1 

I 
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9 
12 
6 
5 
7 
2 

2 
2 
1 
2 
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3 

1 
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l 

2 
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1 
2 

1 
1 

1 
1 

1 

1 

3 
3 
2 
1 
4 

2 

2 

i 
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3 

7 

19 

17 

18 

22 

10 

11 

11 

8 

1 

4 

3 

1 

4 

1 

2 

3 

1 

1 

2 

1 

Total 

2 

5 

2 

4 

64 

1 

2 

6 

3 

4 

1 

1 

19 

150 

Thus  shock  and  collapse,  when  fatal,  prove  so  in  more  than 
one-half  of  the  cases  within  forty-eight  hours,  and  in  more  than 
two-thirds  within  ninety-six  hours.  About  one-half  of  those 
who  die  of  haemorrhage  perish  within  twenty-four  hours,  and 
seven-eighths  within  seventy-two  hours.  Acute  peritonitis 
proves  fatal  in  twelve  to  twenty-four  hours,  and  on  to  the 
eighth  day ;  nearly  one-fourth  of  the  whole  number  dying  on 
the  third  day  alone,  and  nearly  two-thirds  of  the  whole  within 
the  first  seventy-two  hours.  Asthenic  peritonitis  proves  fatal 
from  the  ninth  up  to  the  twenty-first  day,  or  even  later. 


1  Dr.  J.  Clay's  tables,  Appendix  to  Kiwisch's  Lectures,  p.  cxxxiii. 


CHAPTER  IY. 

PRINCIPAL    CONDITIONS    PREDISPOSING-   TO   A   FAVORABLE   OR    TO   AN 
UNFAVORABLE   RESULT   OF   OVARIOTOMY. 

All  conditions  which  tend  to  prevent  or  produce  peritonitis, 
septicaemia,  haemorrhage,  and  the  other  causes  of  death  specified 
in  the  preceding  chapter,  so  far  influence  the  result  of  the  opera- 
tion, either  favorably  or  the  reverse.  Some  of  them,  however, 
as  the  age  and  the  general  health,  do  not  exert  an  absolute  in- 
fluence, but  only  according  to  the  degree  under  consideration. 
There  is  also  far  too  great  a  tendency  to  ascribe  a  prevalent  in- 
fluence in  a  given  case  to  some  one  of  these  conditions.  They 
are  divisible  into  five  classes : 

A.  Conditions  cognizable  before  the  operation. 

B.  Those  affecting  the  operator  himself. 

C.  The  comparative  results  of  private  and  hospital  practice. 

D.  Those  detected,  or  produced,  during  the  operation. 

E.  Those  occurring  after  it. 

The  last  will  be  considered  in  connection  with  the  after- 
treatment  of  ovariotomy. 

SECTION"  I. 

CONDITIONS   COGNIZABLE   BEFORE   THE   OPERATION,    WHICH   INFLUENCE  ITS 

RESULT. 


Under  this  head  are  included  : 

1.  The  general  health. 

2.  Progress  and  duration  of  the  dis- 

ease. 

3.  Size  of  the  tumor. 

4.  State  of  the  abdominal  walls. 

5.  Age  of  patient. 

6.  The  menstrual  function. 

7.  Married  or  single  state. 


8.  Coexistence  of  ascites. 

9.  Previous  tappings. 

10.  Temperament  and  disposition  of 
patient. 

11.  Social  position. 

12.  Previous  and   concomitant  dis- 
eases. 

13.  Previous  treatment  of  the  case. 
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1.  The  General  Health. — It  has  already  been  shown  that 
some  impairment  of  the  general  health  exerts  a  very  favorable 
influence.  On  the  other  hand,  both  extremes  are  unfavorable ; 
robust  health  predisposing  to  peritonitis  and  haemorrhage,  while 
great  debility  tends  to  shock  or  collapse.  The  breaking  down 
of  the  general  health,  which  I  have  denoted  as  attending  the 
fourth  stage  of  an  ovarian  cyst,  is  very  liable  to  be  followed  by 
collapse,  and  especially  if  oedema  of  the  lower  extremities  has 
also  obtained.  In  this  condition,  also,  septicsemia  is  very  much 
to  be  feared,  if  any  blood  or  ascitic  fluid  be  left  in  the  perito- 
neal cavity. 

2.  Progress  and  Duration  of  the  Disease. — A  slow  progress 
and  consequent  long  duration  of  the  disease  are  favorable  in- 
dications, since  the  peritonaeum  has  been  rendered  insensible 
by  its  prolonged  contact  with  the  tumor,  and  the  latter  certainly 
cannot  be  a  polycyst.  Besides,  the  vital  force  has  not  been 
rapidly  and  extremely  exhausted  by  such  a  cyst.  A  duration 
of  five  or  six  years  is  decidedly  a  favorable  condition.  But 
the  question  will  in  such  a  case  occur,  whether  the  tumor  is  not 
a  dermoid  cyst.  On  the  other  hand,  a  rapid  growth  is  quite 
unfavorable,  implying  a  speedy  failure  of  the  general  health, 
such  as  a  polycyst  alone  induces. 

3.  The  Size  of  the  Tumor. — This  is  a  condition  of  great  impor- 
tance, as  has  already  been  explained  ;  a  large  size — the  middle, 
at  least,  of  the  third  stage  having  been  reached — being  far  more 
favorable  than  a  much  smaller.  It  both  tends  to  prevent 
traumatic  peritonitis,  as  we  have  seen,  and  also,  by  rendering 
the  abdominal  walls  thinner,  to  remove  one  of  the  causes  of 
septicaemia  (p.  348).  It  also  protects  against  injury,  should 
tympanites,  coughing,  or  vomiting,  supervene  after  ovariotomy. 
The  operator  should,  however,  not  wait  to  secure  this  advan- 
tage, at  the  risk  of  too  great  an  impairment  of  the  general 
health.  The  two  extreme  weights  of  the  tumors  in  Dr.  Keith's 
first  one  hundred  cases  were  seven  pounds  and  one  hundred  and 
twenty  pounds — the  average  being  somewhat  more  than  thirty 
pounds.  The  last-mentioned  tumor  is  the  largest  ovarian  cyst 
ever  removed  successfully  from  the  living  body. 

4.  The  state  of  the  abdominal  walls,  so  far  as  their  thickness 
and  the  amount  of  the  subcutaneous  fat  are  concerned,  has  also 
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been  alluded  to  (p.  348).  The  thinner  the  better,  down  to  half 
an  inch,  or  even  less.  For  thus  a  perfect  coaptation  of  the 
opposite  surfaces  of  the  incision  is  insured  throughout,  and  a 
union  of  the  whole  thickness  by  the  first  intention. 

5.  Age  of  Patient. — The  age,  merely,  of  the  patient,  has  no 
absolute  influence  over  the  results  of  ovariotomy ;  but  certain 
conditions  which  attend  particular  epochs  of  life  are  doubtless 
influential  in  this  regard.  The  oldest  patient,  on  whom  ova- 
riotomy has  thus  far  been  performed,  was  seventy-eight  years 
old,  and  the  youngest  six  years  and  eight  months,  and  both 
recovered.  Both  these  cases  occurred  in  this  country ;  the  first 
being  a  patient  of  Dr.  W.  L.  Atlee,1  and  the  second,  of  Dr.  "W. 
B.  Barker,  of  Iiigginsport,  Ohio.2  The  oldest  of  Dr.  Keith's 
first  one  hundred  patients  was  sixty-eight,  and  the  youngest 
sixteen  years  old,  and  both  recovered.  All  of  his  cases  above 
fifty-two  and  below  twenty-two  recovered.  The  average  age 
of  his  cases  was  39.84  years. 

Dr.  Clay,  of  Manchester,  states  that  the  majority  of  those 
of  his  patients  who  died  of  shock  and  of  peritonitis  were  young 
females ;  while  those  dying  from  prostration  were  chiefly  elderly 
women.  But  he  and  I.  B.  Brown  think  that  age  does  not  much 
influence  the  result,  his  success  having  been  about  equal  from 
the  age  of  sixteen  to  fifty-seven  years.3  The  conflicting  results 
of  the  following  statistics  confirm  his  conclusion. 
1.  Dr.  J.  Clay's  table  (op.  cit.,  p.  128) : 


Under  20  years 11  cases. 


20  to  25 
25  to  30 
30  to  35 
35  to  40 
40  to  45 
45  to  50 
50  to  55 


46 

54 
48 
41 
20 
30 
14 


55  and  upward 17 


7  recoveries. 

23  " 

33  " 

27  " 

21  " 

9 

16  " 

6  " 

10  " 


63.6  per  cent. 

50 

61.1 

56.2 

51.1 

45 

53.3 

42.8 

58.8 


2.  My  own  statistics  afford  the  following  results : x 

1  American  Journal  of  Medical  Sciences,  April,  1855. 

2  Philadelphia  Medical  Times,  November  1,  1871.     Mr.   Alcott  has   since  oper- 
d  unsuccessfully  on  a  child  three  years  old. — The  Lancet,  February,  1872. 

3  The  Lancet,  June,  1863,  p.  408. 

4  American  Journal  of  Medical  Scioices,  January,  1865,  p.  89. 
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Under  20  years 8  cases.  4  recoveries.    50  per  cent. 

20  to  25     "      16  "  12  "  75  " 

25to30     "      13  "  10  "  76.9  " 

30to35     "      24  "  11  "  45.8  " 

35to40     "      ... 20  "  16  "  80  " 

40  to  45     "      10  "  6  "  60  " 

45  to  50     "      7  "  4  "  57.1  " 

50to55     "      10  "  8  "  80  " 

55  and  upward 8  "  7  "  85  " 

Agenotstated 34  "  21  "  61.7  " 

From  the  above  table,  the  most  unfavorable  epoch  for  ova- 
riotomy is  under  twenty  years ;  from  thirty  to  thirty-five,  and 
from  forty-five  to  fifty,  only  one-half  of  all  operated  upon  in 
these  periods  recovering.  The  most  favorable  period  is  thirty- 
five  to  forty  years,  and  fifty  years  and  upward — the  recoveries 
amounting  to  81^-  per  cent.  The  difference,  however,  be- 
tween thirty  to  thirty-five  years  (45.8)  per  cent.,  and  thirty-five 
to  forty  years  (80  per  cent.),  must  have  been  accidental. 

3.  Mr.  Wells's  table  is  as  follows :  J 


7 
32 
41 
35 
22 

1 

recoveries. 

u 

« 

(C 

(I 

u 

100 
65.31 
65.08 
79.55 
61.12 

100 

per  cent. 

20  to  30     "      

49     " 

40  to  50     "      

63     " 
44     " 

50  to  60     "      

36     " 

a 

Above  60     "      

1     " 

(C 

200 


138 


59 


From  the  above  it  appears  that,  below  the  age  of  twenty, 
and  between  the  ages  of  forty  and  fifty,  the  mortality  is  less 
than  between  twenty  and  forty,  or  above  fifty. 

4.  The  ages  of  Kceberle's  sixty-nine  cases2  were  : 


Under  20  years. 

20  to  25  " 

25  to  30  " 

30  to  35  " 

35. to  40  " 

40  to  45  " 

45  to  50  " 

50  to  55  " 

55  to  60  " 

60  to  65  " 

72  " 


1  case. 

1 

recovery. 

100 

6    " 

4 

(i 

66.66 

7    " 

5 

ic 

71.43 

21    " 

16 

(S 

76.19 

10    " 

7 

« 

70 

11    " 

7 

« 

63.63 

6    " 

4 

{< 

66.66 

3    " 

1 

<( 

33.33 

2    " 

1 

it 

50 

1    " 

died. 

. 

1    " 

«< 

per  cent. 


1  "  Medico-Chirurgical  Transactions,"  vol.  1. 

2  Gazette  Hebdomadaire,  Aout,  1868,  p.  501. 
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Tims,  the  greatest  number  of  cases,  for  any  period  of  five 
years,  was  from  thirty  to  thirty-five  years ;  and,  during  this 
period  also,  the  success  was  greatest,  being  76.2  per  cent.  From 
twenty-five  to  forty-five,  except  the  five  years  just  mentioned, 
the  success  averaged  67.8  per  cent.  From  twenty  to  twenty- 
five,  and  from  forty-five  to  fifty-five,  6G.Q  per  cent,  were  saved. 

Summary  of  the  Preceding  Tables. 


19 

recoveries. 

1Q.Z1 

3er  cent. 

191     " 

119 

" 

62.30 

« 

30  to  40     "      

227     " 

139 

it 

61.23 

« 

40  to  50     "      

128     " 

81 

« 

63.28 

C( 

50  to  60     "      

86     " 

52 
4 

u 
(1 

60.46 
66.66 

(( 

Above  60     "      

6     " 

(( 

From  the  above  six  hundred  and  sixty-five  cases,  we  learn 
that  the  most  favorable  periods  for  ovariotomy  are  before  twenty 
and  after  sixty  years ;  and  next,  from  forty  to  fifty  years.  From 
twenty  to  thirty  years  is  less  favorable ;  next,  from  thirty  to 
forty  years ;  and  from  fifty  to  sixty  years  is  the  decennium  least 
favorable  of  all.  The  greatest  number  of  cases  occurs  between 
thirty  and  forty  years. 

6.  The  Menstrual  Function. — If  scanty  menstruation  or  even 
amenorrhcea  accompanies  the  impairment  of  the  general  health 
and  has  existed  for  only  two  or  three  months,  this  condition  is 
favorable  for  ovariotomy,  as  is  the  condition  after  the  menopause. 

Ovariotomy  should  be  performed  from  a  week  after  to  ten 
days  before  menstruation,  in  case  of  a  patient  in  whom  this 
function  has  not  been  arrested.  The  few  instances  in  which  it 
has  been  successfully  done  during  menstruation  should  not  be 
quoted  against  this  rule. 

7.  Married  or  Single  State. — The  married  or  single  condition 
of  the  patient  also  affects  the  result  of  ovariotomy,  and,  as  we 
would  predict,  the  unmarried  have  the  advantage.  Of  one  hun- 
dred and  sixteen  of  my  collected  cases,  sixty-four  were  married, 
and  fifty-two  unmarried — the  results  being  as  follows  :  Of  fifty- 
two  single,  thirty-eight  recovered,  73|-  per  cent. ;  of  sixty-four 
married,  twenty-eight  recovered,  59f  per  cent. 

Here  there  is  a  difference  of  nearly  fourteen  per  cent,  in 
favor  of  the  unmarried.     The  majority  of  patients   between 
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twenty  and  twenty-five  years,  mentioned  on  p.  355  (twelve  out 
of  sixteen),  were  single ;  while  the  majority  above  forty-five 
were  married,  except  seven  patients  between  forty-five  and 
fifty,  of  whom  five  were  single.  All  the  patients  under  twenty 
years  were  single  ;  of  whom,  however,  fifty  per  cent,  of  that  list 
died.     Of  Mr.  Wells's  first  two  hundred  cases,  there  were  : 

105  married  or  widows,  of  whom  68  recov'd,  and  37=35.23  per  cent.,  died. 
95  unmarried,  "         70      "  25=26.31       "  " 

200  "        138      "  62  "  " 

In  his  first  one  hundred  cases  the  mortality  among  married 
and  unmarried  women  was  nearly  equal.  A  much  smaller 
mortality  was  observed  among  the  unmarried  women  in  the 
second  one  hundred  cases.1 

8.  Coexistence  of  Ascites. — The  coexistence  of  ascites  with 
ovarian  tumor  exerts  no  positively  unfavorable  result  upon  the 
operation  of  ovariotomy,  provided  the  accumulation  of  fluid  is 
due  merely  to  the  ovarian  disease  (p.  281),  and  does  not  de- 
pend on  cancer  of  the  ovary,  or  organic  disease  of  the  liver, 
kidney,  or  heart.  Great  care  should,  however,  be  taken  to 
remove  all  the  fluid  from  the  peritoneal  cavity  at  the  time  of 
the  operation,  and  we  must  be  prepared  to  treat  septicemia  if 
it  should  arise — as  explained  in  the  chapter  upon  the  after- 
treatment.  But  the  danger  of  septicaemia  from  this  cause  is, 
probably,  more  than  compensated  by  the  diminished  risk  of 
peritonitis  and  adhesions,  already  explained. 

9.  Previous  Tappings. — The  danger,  as  well  as  the  propriety 
in  certain  circumstances,  of  tapping  an  ovarian  cyst,  has  already 
been  considered  (p.  201).  The  question  here  arises  whether  a 
patient  who  has  already  recovered  from  a  single  tapping,  or 
several,  is  thus  rendered  more  liable  to  a  fatal  result  when  ova- 
riotomy is  performed.  It  has  been  shown  that  the  idea,  that 
tapping  produces  adhesions,  cannot  be  defended  on  rational 
grounds.  But  the  present  question  can  be  answered  by  sta- 
tistical data  alone,  and  which  are  no  longer  wanting. 

According  to  my  own  table,  tapping  does  apparently  some- 
what reduce  the  percentage  of  success.  But  I  ascribe  the  un- 
favorable result  in  these  cases  rather  to  the  exhausted  state  of 

1  "  Medico-Chirurgical  Transactions,"  voL  1.,  p.  551. 
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the  patients,  which  repeated  tappings  always  finally  produce, 
than  to  any  direct  effect  of  the  tapping  itself.  I.  B.  Brown 
states  that  patients  do  badly  who  have  beeen  tapped  very  many 
times.  I  find  the  following  results  :  Of  fifty-seven  who  had 
been  tapped  from  one  to  twelve  times,  twenty  died  after  ovari- 
otomy, or  thirty-five  per  cent. ;  of  twenty-two  of  the  preceding, 
who  had  been  tapped  three  to  twelve  times,  eight,  or  36.3  per 
cent.,  died ;  and  of  thirty-five  who  had  been  tapped  once  or  twice 
only,  twelve,  or  34.26  per  cent.,  died.  A  single  patient,  who 
had  been  tapped  twelve  times,  recovered.  "We  notice,  however, 
a  higher  mortality  in  those  who  had  been  tapped  three  times 
or  more,  than  in  those  who  had  undergone  the  operation  but 
once  or  twice.  Single  tappings  gave  a  mortality  of  only  14.2 
per  cent.  Dr.  Keith  frequently  taps  large  cysts  a  few  days 
before  ovariotomy. 

Stilling  says :  "  No  surgeon  should  ever  puncture  an  ovarian 
cyst.  Tapping  is  a  crime."  He  repeats:  "Never  tap.  Ovariot- 
omy becomes  more  difficult  the  oftener  a  patient  has  been  tapped 
before  it,  and  the  patient  is  made  worse  by  every  tapping."  l 

But  the  large  experience  of  Mr.  T.  S.  Wells  may  be  accepted 
as  conclusive  on  this  point.  I  quote  from  his  paper  in  the 
Medico-Chirurgical  Transactions,  vol.  lii.,  p.  197. 

In  order  to  weigh  the  value  of  these  objections  to  tapping,  I  have 
gone  over  the  records  of  my  three  hundred  cases  of  completed  ovariotomy, 
and  have  arranged  in  the  following  table  the  cases  where  tapping  had  never 
been  practised,  and  where  it  had  been  performed  from  one  to  sixteen  times: 


Cases. 

Recoveries. 

Deaths. 

Mortality  per  cent. 

Never  tapped 

135 

18 

36 

19 

9 

3 

5 

2 

4 

3 

2 

1 

1 

2 

98 

58 

24 

14 

6 

2 

2 

2 

3 

2 

2 

i 
1 

37 
20 
12 
5 
3 
1 
3 

i 

1 

i 
i 

27.40 

25.64 

Twice  tapped 

33.33 

Three  times  tapped 

26.32 

Four             " 

Five             "           

Six               "           

Seven.           "           

Eight           "           

Nine             "            

[•        88.83 

Ten              "           

Eleven         "           

Fifteen         "           

■" 

300 

215 

85 

28.33 

1  "Extra-peritoneal  Method  of  Ovariotomy,"  p.  161. 
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It  may  be  seen  that  the  general  mortality  of  the  three  hundred  cases 
is  28.33  per  cent.,  and  that  one  hundred  and  thirty-five  patients,  or  nearly 
one-half,  had  never  been  tapped.  In  them  the  mortality  is  27.40  per  cent., 
not  one  per  cent,  less  than  the  general  mortality.  In  other  words,  the  mere 
fact  that  a  patient  has  or  has  not  been  tapped  (so  far  as  can  be  judged  from 
three  hundred  cases  in  the  hands  of  the  same  operator)  does  not  affect  the 
result  of  the  operation  by  so  much  as  one  per  cent.  Indeed,  the  mortality 
of  the  patients  not  tapped,  though  less  by  about  five  per  cent,  than  that  of 
the  patients  who  had  been  tapped  twice,  is  greater  than  that  of  the  patients 
who  had  been  tapped  once  and  three  times.  Thus,  seventy- eight,  or  rather 
more  than  a  fourth,  had  been  tapped  once,  and  the  mortality  was  25.64 
per  cent.  Of  nineteen  who  were  tapped  three  times,  the  mortality  was 
26.32  per  cent.  Of  the  thirty-six  who  were  tapped  twice,  the  mortality 
was  exactly  the  same  as  that  of  the  group  of  cases  tapped  from  four  to 
sixteen  times,  namely,  33.33  per  cent. — or  one  in  three. 

It  may  be  taken,  then,  as  almost  certain  that  the  mortality  of  ovariotomy 
is  but  little  affected  by  tapping ;  that  the  fact  of  a  patient  not  having  been 
tapped,  or  having  been  tapped  very  often,  is  by  itself  of  little  or  no  value 
in  prognosis.  I  have  shown  in  a  former  paper  that  such  adhesions  as  are 
apt  to  follow  tapping  have  no  appreciable  effect  upon  the  mortality  after 
ovariotomy ;  and  I  can  now  add  that,  in  some  of  the  patients  who  had  been 
tapped  most  frequently,  there  were  no  adhesions,  and  there  were  firm 
adhesions  in  some  who  had  never  been  tapped. 

10.  Temperament  and  Disposition  of  the  Patient. — These  exert 
an  important  influence  on  the  results  of  ovariotomy.  A  sanguine 
temperament,  and  a  hopeful  and  courageous  state  of  mind,  do 
much  toward  insuring  a  successful  result ;  timidity  and  de- 
spondency, together  with  a  nervous  temperament,  may  secure 
an  unfavorable  issue  in  a  case  otherwise  promising.  If,  after 
comprehending  all  the  risks  of  the  operation,  the  patient  con- 
fidently expects  to  recover  from  it,  her  mental  state  alone  will 
enable  her  to  triumph  over  much  of  its  danger,  and  may  insure 
its  success.  She  should  also  feel  that  the  operator  selected  is 
the  one  of  all  to  save  her.  So  important  do  I  consider  these 
matters,  that  I  should  decline  to  operate  on  a  patient  who  en- 
tirely despairs  of  recovering. 

A  quiet,  equable,  and  amiable  disposition  is  also  a  very 
important  element  of  success  ;  while  a  restless,  self-willed,  or 
irascible  woman  is  far  less  likely  to  recover.  Kceberle  lost  his 
ninth  case,  on  the  fourth  day,  from  direct  disobedience  of  his 
orders  on  the  third.  Dr.  T.  G.  Thomas  lost  a  patient  prom- 
ising well  up  to  the  eighteenth  day,  who  in  a  fit  of  anger  sprang 
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out  of  her  bed,  and  produced  an  internal  injury  and  a  collapse 
ending  fatally  within  three  hours.  I  have  myself  lost  a  patient, 
who  never  recovered  from  the  eifect  of  her  excitement  on  being 
unkindly  talked  to  by  her  nurse. 

11.  Social  Position. — The  external  circumstances  of  the  pa- 
tient, including  her  social  position,  are  also  important,  as  affect- 
ing her  state  of  mind,  and  the  comforts  required  after  the  opera- 
tion. But  the  mere  external  surroundings  of  the  patient  being 
mainly  under  our  control,  will  be  specified  under  the  head  of  Pre- 
paratory Treatment,  this  exerting  quite  as  much  influence  on 
the  result  of  the  operation  as  the  circumstances  I  have  specified. 

12.  Previous  and  Concomitant  Diseases. — The  diseases  of  the 
patient  previously  to  the  invasion  of  ovarian  disease  should  also 
be  alluded  to  here  ;  of  course,  as  influencing  the  result  of  ova- 
riotomy unfavorably.  I  have  to  mention  all  acute  inflamma- 
tory diseases,  especially  peritonitis,  puerperal  or  otherwise ;  a 
tendency  to  inflammatory  affections  in  general,  or  to  high  feb- 
rile reaction  from  slight  causes  ;  habitual  torpidity  of  the  kid- 
neys, irritability  of  the  stomach,  indicated  by  habitual  nausea 
or  vomiting,  a  tendency  to  diarrhoea,  an  habitually  inactive 
state  of  the  skin ;  and  all  that  we  generally  include  under  a 
cachectic  habit.  All  these  should,  according  to  their  degree, 
dissuade  from  the  operation.  The  fact  that  any  severe  operation 
has  recently  been  performed,  should  induce  delay,  at  least. 

Any  concomitant  disease,  if  acute,  of  course  contraindicates 
ovariotomy  for  the  time  being.  All  organic  diseases  put  the 
operation  entirely  out  of  the  question.  And  the  question  of 
the  existence  of  renal  disease  of  any  form  is  always  to  be  con- 
sidered before  the  idea  of  an  operation  is  favorably  entertained. 
Only  those  functional  derangements  which  are  produced  by  the 
ovarian  disease  itself  must  exist,  as  a  general  rule,  in  a  patient 
who  is  accepted  as  a  candidate  for  ovariotomy.  Pregnancy,  as 
a  known  complication  with  ovarian  tumor,  of  course  excludes 
the  idea  of  ovariotomy,  as  does  also  a  uterine  fibroid  ;  though, 
as  we  have  seen  (p.  95),  this  operation  has  several  times  been 
performed  successfully  on  women  not  supposed  to  be  pregnant, 
who  had  advanced  even  to  the  fifth  or  sixth  month. 

A  rupture  of  the  ovarian  cyst  should  doubtless  be  regarded 
as  actually  increasing  the  danger  of  ovariotomy ;  but,  on  the 
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other  hand,  the  clanger  may  be  greater  if  the  operation  is  not, 
than  if  it  is,  performed.  Of  late  years,  it  has  several  times  been 
done  in  such  circumstances,  and  in  a  majority  of  instances  with 
success.  Mr.  Wells  had  ten  cases  of  ruptured  cysts  in  his  fourth 
series  of  one  hundred  cases,  of  which  only  three  died.  Even 
though  the  effused  fluid  has  already  produced  a  diffuse  perito- 
nitis, the  operation  may  succeed.  I  have  succeeded  in  such  a 
case,  and  Mr.  Wells  had  done  so  more  than  once *  before  report- 
ing his  third  one  hundred  cases.  In  one  instance 2  he  saved  a 
woman  four  months  advanced  in  pregnancy,  and  without  pro- 
ducing a  miscarriage,  by  removing  a  cyst,  weighing  thirty-seven 
pounds,  which  had  burst  and  produced  peritonitis.  Dr.  W.  W. 
Greene,  of  Portland,  Maine,  has  also  operated  twice  in  case  of 
ruptured  cysts.  One  died  of  asthma,  and  the  other  of  the  pre- 
existing peritonitis.3  Dr.  Wiltshire  and  Dr.  Watson  have  pub- 
lished a  case  in  which  a  patient  was  saved  by  promptly  oper- 
ating, who  was  rapidly  sinking  from  haemorrhage  into  an 
ovarian  cyst. 

Inflammation  and  suppuration  of  the  cyst  itself  does  not 
necessitate  an  unfavorable  result  of  ovariotomy.  On  the  con- 
trary, there  is  usually  a  remarkable  subsidence  of  the  febrile 
and  other  unfavorable  symptoms,  immediately  after  the  opera- 
tion. I  have  operated  successfully  on  a  patient  with  suppu- 
rating dermoid  cyst,  with  a  red  tongue  and  total  anorexia, 
whose  pulse  had  been  130  for  two  weeks  previously.  The 
pulse  fell  gradually  after  the  operation,  till  at  the  end  of 
twenty-four  hours  it  was  74  per  minute ;  the  fever  disap- 
peared, and  the  appetite  returned  in  forty-eight  hours,  and 
not  a  single  bad  symptom  occurred  during  the  patient's  rapid 
convalescence.  Mr.  Wells  reports  three  very  striking  cases  of 
the  kind,  in  which  the  falling  of  the  temperature  and  the 
disappearance  of  fever  after  the  operation  were  remarkable. 
In  one  of  them  the  temperature  fell  from  101.4°  to  98.4°,  and 
the  pulse  from  120  to  100  in  six  hours  after  the  operation.4  In 
one  of  Dr.  Keith's  cases,  the  cyst  became  inflamed  and  gan- 

1  "  Medico-Chirurgical  Transactions,"  vol.  lii. 

2  The  Lancet,  September  18,  1869. 

3  Boston  Mtdical  and  Surgicaljournal,  March  2,  18*71,  pp.  138,  139. 

4  Medical  Times  and  Gazette,  January  27,  18*72,  p.  93. 
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grenous  about  a  week  after  tapping.  The  pulse  rose  to  120, 
and  tympanites  and  active  peritonitis  supervened.  The  patient 
was  better  almost  immediately  after  ovariotomy,  and  made  a 
good  recovery.1 

During  the  present  month  (June,  1872)  I  have  removed  a 
suppurating  ovarian  cyst,  containing  sixty  pounds  of  fluid,  from 
a  patient  who  had  had  a  pulse  of  150  for  several  days  before 
the  operation,  as  I  was  informed.  She  was  in  the  last  degree  of 
emaciation,  and  could  no  longer  walk  at  all.  She  rallied  in 
one-half  hour  after  the  operation  ;  the  pulse  fell  10  daily  for 
the  next  four  days,  and  she  recovered  without  a  single  unpleas- 
ant symptom. 

13.  Previous  Treatment  of  the  Case. — This  may  exert  a  decided 
influence  on  the  result  of  ovariotomy.  I  have  recently  lost  a 
patient  thirty-two  days  after  the  operation,  from  exhaustion ; 
her  digestive  power  having  been  destroyed  by  large  doses  of 
elaterium  administered  with  the  absurd  expectation  of  thus 
removing  the  fluid  in  the  ovarian  cyst.  Diuretics  are  some- 
times persevered  in,  and  to  no  purpose,  until  the  patient  is  too 
far  exhausted  by  the  disease  to  rally  from  the  operation. 

a.  The  assumption  that  palliative  tappings  produce  ad- 
hesions at  the  site  of  puncture,  has  been  shown  to  be  incor- 
rect, except  possibly  in  very  rare  instances.  The  table  of  Mr. 
"Wells  has  also  been  given,  showing  that  in  fact  they  do  not 
essentially  diminish  the  success  of  ovariotomy.  They  may, 
however,  be  too  often  repeated,  and  the  patient  thus  at  last  be 
placed  in  a  very  unfavorable  condition  for  ovariotomy.  But 
sometimes  a  tapping  preliminary  to  the  operation  is  proper,  to 
give  a  patient  who  is  very  much  debilitated  a  chance  to  rally, 
and  then  to  tolerate  the  operation.  In  such  a  case  the  time 
most  opportune  for  extirpation  is,  as  a  general  rule,  when  the 
cyst  has  about  two-thirds  refilled.  If  there  be  oedema  of  the 
abdominal  integuments  and  lower  extremities,  a  tapping,  one 
or  two  days  before  ovariotomy  is  performed,  causes  the  wound 
to  heal  more  readily.2 

h.  The  treatment  by  injections  of  the  tincture  of  iodine 
exerts  no  important  influence  upon  the  result  of  ovariotomy, 

1  The  Lancet,  1865,  p.  480. 

2  Grenser,  Richmond  and  Louisville  Medical  Journal,  April,  1871,  p.  383. 
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except  in  so  far  as  they  may  have  produced  a  peritonitis,  and 
adhesions  therefrom,  from  being  carelessly  made.  Boinet  main- 
tains, however,  that  iodine-injections  make  the  case  more  favor- 
able for  ovariotomy  by  contracting  the  cyst. 

c.  The  treatment  by  evacuating  the  cyst  and  leaving  the 
opening  patent  precludes  a  subsequent  ovariotomy  ;  being  also 
adapted,  as  has  been  seen,  to  cases  in  which  ovariotomy  is  not 
even  previously  to  be  attempted. 

d.  A  firmly-applied  abdominal  bandage  is  sometimes  recom- 
mended, on  the  theory  that  it  retards  the  development  of  the 
tumor.  This  is  a  very  doubtful  assumption  ;  and,  if  it  be  true, 
its  pressure  brings  on  the  symptoms,  from  compression  of  the 
viscera,  earlier  than  they  would  naturally  occur,  and  thus  ovari- 
otomy is  earlier  necessitated.  Some  ovariotomists  believe  also 
that  such  appliances  produce  adhesions ;  which  also  I  consider 
doubtful.  But  to  a  bandage  so  adapted,  if  required,  as  merely 
to  support  the  weight  of  the  tumor,  there  is  no  objection  if  the 
patient  is  thereby  made  more  comfortable. 

e.  A  previous  ovariotomy  does  not  necessarily  compromise 
the  result  of  a  second  operation,  as  we  have  seen.  Dr.  W. 
L.  Atlee  successfully  performed  a  second  ovariotomy  on  a 
patient  on  whom  Dr.  Charles  Clay  had  successfully  operated 
sixteen  years  before.  Dr.  Frederick  Bird  operated  a  second 
time  unsuccessfully  on  a  patient  from  whom  he  had  removed 
an  ovarian  tumor  fourteen  years  before ;  and  Mr.  Wells  removed 
the  remaining  ovary  from  a  patient  operated  upon  nine  months 
before  by  another  surgeon,  the  patient  dying  on  the  seventh 
day.  He  also  successfully  removed  the  second  ovary  from  a 
patient  on  whom  he  had  himself  operated  eighteen  and  a  half 
months  before.  This  is  the  first  case  on  record,  of  ovariotomy 
twice  successfully  performed  on  the  same  patient  by  the  same 
surgeon.  He  has  also  since  had  another  similar  case,  the  fifth 
on  record.1 

Dr.  E.  T.  Caswell,  of  Providence,  Rhode  Island,  reports  a 
successful  case  of  ovariotomy  in  the  Medical  Record  for  August 
1,  1867,  p.  245.  About  three  and  a  half  years  afterward,  he 
successfully  removed  the  other  ovary.2  He  found  the  old  cica- 
trix adherent  internally  to  a  fold  of  intestines,  and  would  have 

1  Grenser,  p.  27.  2  Private  correspondence. 
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injured  the  latter,  had  he  made  his  incision  in  the  course  of  it. 
Mr.  Wells  also  found  the  old  pedicle  adherent  to  the  site  of  the 
first  incision.  Boinet  operated  successfully  a  second  time  on  a 
patient  after  an  interval  of  ten  years.1  There  was  no  trace  of 
the  first  incision  on  the  parietal  peritonaeum. 

Dr.  E.  M.  Hodder,  of  Canada,  reports,  in  the  Canada  Lancet, 
June,  1872,  a  case  of  a  second  ovariotomy  on  the  same  patient, 
successfully  performed  three  years  and  two  months  after  the 
first,  which  will  be  given  more  in  detail  in  a  subsequent  section. 

f.  The  removal  of  the  remaining  ovary,  if  found  diseased 
after  removing  the  principal  tumor,  in  other  words,  double  ova- 
riotomy, does  not  essentially  increase  the  danger  of  the  opera- 
tion. It  has  already  been  stated  that  double  ovariotomy  was 
first  performed,  and  successfully,  by  Dr.  J.  L.  Atlee,  of  Lancas- 
ter, Pennsylvania,  in  June,  1 843 ;  Mr.  Hawkins,  later  in  the 
same  year,  had  an  unsuccessful  case ;  Dr.  F.  Bird  had  a  success- 
ful case  in  1847  ;  and  my  own  case,  in  September,  1850,  was  the 
third  successful  case  I  find  recorded.  Dr.  W.  W.  Greene  has 
had  four  double  ovariotomies,  all  successful ;  and  raises  the 
question  whether,  on  account  of  the  frequency  of  disease  of 
both  ovaries,  it  is  not  better  always  to  remove  both.2  Scanzoni 
has  already  been  quoted  as  adducing  this  fact  as  an  argument 
against  ovariotomy  under  any  circumstances.  I  have  removed 
both  ovaries  nine  times,  and  seven  times  successfully.  Kce- 
berle  had  thirteen  cases  of  double  ovariotomy  in  sixty-nine  ova- 
riotomies, or  nearly  one-fifth  of  all  the  cases.  Seven  recovered 
and  six  died ;  but  in  two  of  the  cases  the  uterus  was  removed 
together  with  the  ovaries.  Dr.  Atlee's  double  ovariotomies, 
up  to  August;,  1868,  amounted  to  one-thirteenth  of  his  entire 
number.3  Mr.  Wells  had  seven  double  ovariotomies  in  his 
first  one  hundred  and  fifty  cases,4  and  no  more  up  to  his  first 
two  hundred ;  and  eight  in  his  last  two  hundred.  Seven  of 
the  fifteen  died.  Mr.  Wells  treated  his  cases  by  clamp  on  one 
side,  and  by  ligature  on  the  other.  Dr.  Green  and  myself  ap- 
plied ligatures  to  both  pedicles  in  each  case.     Dr.  Keith  had 

1  The  Lancet,  January,  1870,  p.  119. 

2  Boston  Medical  and  Surgical  Journal,  March  2,  18*71. 

3  Gazette  Hebdomadaire,  August,  1868,  p.  504. 

4  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  11. 
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six  double  ovariotomies  in  his  first  one  hundred  cases,  of  which 
four  recovered  and  two  died. 

Mr.  Wells  concludes  that  in  not  more  than  eight  per  cent, 
of  the  cases  both  ovaries  are  diseased  at  the  time  ovariotomy  is 
performed ;  and  he  knew  of  but  four  instances  out  of  his  first 
one  hundred  and  fifty  cases  in  which  disease  of  the  second 
ovary  occurred  after  successful  removal  of  the  first.  Dr  F. 
Bird  considered  that  both  ovaries  will  be  found  diseased  in  not 
more  than  three  per  cent,  of  the  cases.  Dr.  C.  Clay  had  but 
four  double  ovariotomies  in  his  first  two  hundred  and  twenty 
cases. 

SECTION"  II. 

CHARACTERISTICS   OF   THE   OPERATOR   TENDING   TO   SUCCESS   IN   OVARIOTOMY. 

Before  considering  the  conditions  of  the  patient  developed 
during  the  operation,  which  affect  its  result,  I  premise  some 
remarks  upon  points  to  be  regarded  by  the  operator  himself. 
And,  as  most  important  in  securing  a  favorable  result,  I  insist 
on  the  most  perfect  cleanliness,  and  the  utmost  care  and  deli- 
cacy of  manipulation  in  all  the  details  of  the  operation. 

1.  Necessity  of  Perfect  Cleanliness. — Fehr  ascribes  the  re- 
markable failure  of  ovariotomy  in  Germany,  till  of  late,  to 
a  want  of  care  in  this  respect ;  and  Nussbaum  attributes  its 
success  in  England  and  the  United  States  to  a  scrupulous  ob- 
servance of  this  requirement,  and  a  judicious  treatment  of  the 
pedicle,  which  experience  alone  can  enable  one  to  achieve. 
"In  1861,"  says  he,  "not  being  aware  of  the  cleanliness  re- 
quired, all  the  patients  died."  1  Grenser  also  admits  the  abso- 
lute necessity  of  this  precaution ;  which  has  from  the  first  been 
well  appreciated  in  the  United  States  and  in  Great  Britain, 
though  still  more  attention  on  the  part  of  some  operators  is 
demanded  in  this  direction. 

When  we  reflect  that  the  peritoneal  cavity  is  an  immense 
lymph-sac  (p.  13),  we  should  expect  to  find  the  peritonaeum  to 
be  endowed  with  the  power  of  rapid  absorption  of  substances 
upon  its  surface ;  and  experience  confirms  this  expectation.  In 
cases  of  ovariotomy,  apparent  exceptions  to  this  statement 
occur,  only  in  so  far  as  the  peritonaeum  has  undergone  some 

1  "  Vierunddreissig  Ovariotomien." 
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change  from  its  normal  structure  and  condition.  If  a  decom- 
posed  fluid  is  pent  up  in  this  cavity,  symptoms  of  septicaemia 
promptly  set  in,  unless  ascites  has  coexisted  with  the  ovarian 
tumor,  in  which  case  the  modified  membrane  absorbs  more 
slowly.  If,  however,  on  the  other  hand,  the  detachment  of 
extensive  adhesions  has  left  the  minute  vessels  open  at  num- 
berless points,  the  decomposed  fluid  is  thus  at  once  admitted 
into  the  circulation,  to  produce  the  symptoms  before  mentioned. 
And  the  danger  of  septicaemia  will  be  the  greatest  when  the 
abrasions  from  the  removal  of  adhesions  are  in  the  pelvis ;  since 
the  decomposed  fluid,  naturally  gravitating  to  the  lowest  por- 
tion of  the  abdominal  cavity,  remains  constantly  in  contact  with 
them.  Fortunately,  the  peritonaeum,  if  still  in  a  nearly  normal 
condition,  as  well  as  the  abraded  surface,  can  absorb  fluids  which 
are  not  decomposed,  as  well  as  those  which  are  so ;  and  hence, 
a  small  amount  of  blood,  or  ascitic  fluid,  left  in  its  cavity  when 
the  incision  is  closed,  may  be  promptly  removed,  and  no  inju- 
rious effects  ensue.  But,  if  not  absorbed  promptly,  it  will  be  so 
after  decomposition  ensues,  and  then  comes  the  danger  I  have 
just  explained. 

The  only  safe  course,  therefore,  is,  most  carefully  to  remove 
all  blood,  or  ascitic  or  cystic  fluid,  from  the  peritoneal  cavity, 
before  closing  the  incision,  this  being  altogether  too  important 
a  matter  to  be  left  to  chance. 

But  this  precaution  is  the  last  of  its  kind,  in  point  of  time, 
which  the  operator  is  to  carry  into  effect.  He  must  also  have 
been  sure,  before  commencing  the  operation,  that  his  hands, 
and  especially  the  spaces  beneath  his  nails,  are  perfectly  cleansed 
of  all  particles  of  foreign  matter ;  and,  before  putting  them  into 
the  peritoneal  cavity,  they  should  again  be  cleansed  from  the 
blood  which  may  have  become  adherent  while  making  the  in- 
cision. All  the  instruments,  also,  should  have  been  cleaned 
with  the  utmost  care ;  and  the  sponges  should  have  been 
specially  prepared,  and  never  before  used.  The  hands  of  each 
assistant  should  also  have  received  equal  attention  with  those 
of  the  operator ;  and  no  one  should  touch  the  peritoneal  surface 
at  all,  unless  requested  to  do  so  by  him.  Much  is  said  of  direct 
irritation  of  the  peritonaeum  induced  by  the  contact  of  foreign 
substances ;  but  this  membrane,  as  found  in  ovariotomy,  is  very 
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tolerant  of  mere  contact  of  substances,  if  not  actual  chemical 
irritants ;  it  is  the  absorption  of  decomposed  matter  into  the 
blood  which  is  mainly  to  be  guarded  against.  Silk  or  metallic 
ligatures  or  sutures,  not  themselves  undergoing  change,  may- 
remain  in  the  peritoneal  cavity,  quite  harmless,  for  an  indefinite 
period ;  but  a  small  decomposed  blood-clot  may,  if  not  promptly 
removed,  rapidly  produce  a  fatal  septicaemia.  The  oxide  of 
iron  left  by  the  actual  cautery  in  the  stump  of  the  pedicle  like- 
wise remains  there  without  doing  any  harm.  On  the  other 
hand,  the  smallest  particle  of  matter  already  in  a  state  of  de- 
composition may,  if  left  in  the  peritoneal  cavity,  impart  its  own 
condition  to  any  fluid  it  meets  there,  whose  absorption  may 
determine  a  fatal  result. 

We  are,  moreover,  not  to  forget  the  fact  that  the  ovarian 
fluid  itself  is  sometimes  a  very  active  irritant  to  the  peritonaeum 
(p.  75) ;  and  must,  for  that  reason,  also  be  removed,  if  it  fall 
into  the  peritoneal  cavity. 

2.  Gentleness  and  Delicacy  of  Manipulation. — The  necessity 
of  the  utmost  gentleness  and  delicacy  of  manipulation  of  the  con- 
tents of  the  abdominal  cavity  is  certainly  very  apparent,  though 
often  ignored.  All  unnecessary  handling  of  the  organs  is,  of 
course,  to  be  avoided ;  and  no  undue  violence  is  to  be  applied  in 
any  circumstances.  I  have  seen  the  large  intestine  ruptured  by 
attempts  to  detach  adhesions  from  it,  and  the  omentum  torn 
into  tatters  in  several  instances  while  its  adhesions  were  being 
detached  from  the  ovarian  cyst.  I  have  once  seen  a  pedicle 
torn  by  careless  lifting  of  a  tumor  through  the  incision.  Yery 
seldom  is  there  the  least  necessity  for  any  such  accident ;  while 
fatal  haemorrhage  or  septicaemia  may  be  its  consequence. 

Of  course,  delicacy  of  manipulation  implies  caution  and  de- 
liberation. Ovariotomy  is  not,  therefore,  an  operation  to  be 
rushed  through  on  time  like  an  amputation,  or  the  delivery  of 
a  woman  in  puerperal  convulsions  ;  and  he  who  would  make 
this  operation  an  occasion  for  showing  his  operative  dexterity, 
ought  never  to  attempt  it.  There  is  not,  except  in  the  simplest 
cases,  a  point  in  its  progress,  after  the  first  cut  through  the  skin 
is  made,  which  does  not  forbid  rapidity  of  action.  Hence,  the 
surgeon  who  would  be,  or  already  is,  in  other  departments  of 
his  art,  a  brilliant  operator,  proves  to  be  a  very  poor  ovarioto- 
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mist.  He  who  does  not  sacrifice  every  personal  consideration, 
during  the  operation,  to  the  one  idea  of  safety  to  his  patient,  is 
entirely  disqualified  for  its  performance.  Such  a  one  may 
succeed,  as  almost  any  operator  ought,  in  the  few  uncompli- 
cated cases,  but  he  signally  fails  where  grave  complications 
arise.  "  Show  me  a  surgeon,"  remarks  Dr.  Bradford,  "  who  in 
other  operations  may  have  his  share  of  success,  but  who  has  a 
summary  way  of  examining  his  patients,  and  of  dispatching 
his  operations,  and  I  will  show  you  one  who  is  unsuccessful  in 
ovariotomy." 1 

3.  Experience  on  the  Part  of  the  Operator. — It  is  of  course  ad- 
mitted that  this  is  an  important  element  of  success  in  all  surgical 
operations.  But  in  none  other  is  this  proposition  so  emphati- 
cally true  as  in  regard  to  the  operation  under  consideration. 
The  complications  are  so  constantly  varying  in  degree;  so 
many  circumstances  have  to  be  taken  into  consideration  in  de- 
ciding as  to  the  precise  time  for  the  operation,  and  how  to  meet 
the  ever-varying  emergencies  which  arise  during  it,  that  he  who 
begins  as  an  ovariotomist  quite  confident  of  success,  after  seeing 
a  few  operations,  especially  if  of  the  simpler  kind,  will  soon  find 
himself  far  less  sanguine,  and  more  reserved  in  his  expectations. 
Dr.  Keith  remarks,  after  he  had  performed  ninety-three  ovari- 
otomies, and  saved  seventy-seven  (82.8  per  cent.)  of  his  pa- 
tients :  "  I  feel  that  I  somehow  know  less  about  it  than  I  did 
some  years  ago.  There  is  yet  much  to  learn  respecting  it." 
I  have  myself  witnessed  over  one  hundred  ovariotomies — 
some  of  the  operations  by  several  of  the  most  distinguished 
ovariotomists  living,  and  some  by  beginners ;  but  I  have  never 
seen  a  case,  unless  of  the  simplest  form,  from  which  I  did  not 
learn  something  of  practical  value. 

It  is  therefore  interesting  to  trace  the  increasing  success  of 
those  who  have  had  extensive  experience.  Mx.  "Wells  gives  the 
following  results : 

Of  the  first  100  cases  66  recovered,  34  died. 
Of  the  second   "         72  "  28     " 

Of  the  third      "         77         "  23     " 

Of  the  fourth   "  78         "  22     " 

Of  the  fifty-six  cases  in  private  practice,  in  the  fourth  one 

1  "  Report  on  Ovariotomy,"  p.  15. 
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hundred  cases,  forty-eight  (85.72  per  cent.)  recovered,  and  eight 
(14.28)  died. 

Dr.  Clay,  of  his  first  one  hundred  and  thirty-seven  cases 
saved  ninety-eight  (71.53  per  cent.),  and  lost  thirty-nine  (28.47 
per  cent.).  Of  his  last  one  hundred  and  thirteen  operations  he 
saved  eighty-four  (74.34  per  cent.),  and  lost  twenty-nine  (25.66 
per  cent.). 

Of  Dr.  Keith's  first  fifty  cases,  thirty-nine  recovered  and 
eleven  died ;  of  his  second  fifty  cases,  forty-two  recovered  and 
eight  died  ;  i.  e.,  he  saved  seventy-eight  per  cent,  of  the  first 
fifty  cases,  and  eighty-four  of  the  second. 

Kceberle  saved  seventeen  of  his  last  twenty-two  cases ;  and 
avers  that  this  was  not  the  result  of  accident,  but  of  increased 
experience,  and  of  improvements  in  the  operation  which  he  had 
made.  In  three  of  the  fatal  cases,  there  was  an  enormous  loss  of 
blood,  the  complications  were  immense,  and  the  operation  con- 
tinued two  hours ;  and,  if  there  had  not  been  extreme  debility, 
two  of  these  patients,  he  remarks,  would  have  recovered.  Of 
his  first  forty-seven  cases,  eighteen  had  died  ;  and  of  his  sixty- 
nine  cases  just  one-third  were  lost.  Maintaining  that  those 
who  succumb  after  ovariotomy  mostly  die  in  consequence  of 
the  manner  in  which  the  operation  is  performed,  and  the  pa- 
tient treated  after  it,  he  considers  that  his  results,  though  rather 
satisfactory,  still  leave  much  to  be  desired ;  for  a  third  of  the 
patients  he  lost  might  have  been  saved;  if  he  had  been  able  to 
recognize,  or  had  not  overlooked,  the  causes  of  accidents.1  In 
his  cases  vii.,  xxxiii.,  and  xxxiv.,  in  which  death  occurred  re- 
spectively from  tympanites,  from  internal  strangulation,  and 
from  enteritis,  he  says  the  fatal  result  should  be  attributed  to 
the  manner  of  operating  and  the  consecutive  treatment.  In 
case  xvi.,  death  should  be  referred  to  the  previous  treatment ; 
the  patient  should  have  been  tapped  before  the  operation.  The 
consecutive  treatment  accounts  for  the  unfortunate  result  of 
case  xxv. ;  a  collection  of  purulent  matter,  which  should  have 
been  evacuated,  having  been  overlooked.  In  cases  xiv.,  xix., 
and  xxii.,  death  was  the  result  of  the  manner  of  performing  the 
operation ;  and  in  case  xxix.,  of  too  long  deferring  the  open- 
ing of  a  pelvic  abscess.     The  remaining  fourteen  fatal  cases 

1  Gazette  Hebdomadaire,  August,  1868,  p.  500. 
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were  irremediable;  and  death  was  the  consequence  of  their 
peculiarities. 

It  is  to  such  a  spirit  of  self-criticism  that  we  are  largely  to 
look  for  future  improvements  in  ovariotomy.  He,  however, 
concludes  his  report  as  follows : 

The  results  in  grave  cases  have  heen  much  improved  during  the  years 
1867-68.  I  have  had  six  recoveries  in  eleven  such  cases,  while  during  the 
preceding  two  years  I  had  obtained  but  two  recoveries  in  twelve  cases. 
The  amelioration  of  the  results  more  recently  is  attributable  to  the  im- 
provements (perfectionnements)  which  ovariotomy  has  undergone  in  its 
operative  details ;  and  of  which  improvements  I  have  contributed  a  very 
large  part.1 

Previously,  however,  to  this  success,  Mr.  Wells  and  Dr. 
Keith  had  had  a  greater.2 

In  a  paper  read  before  the  Royal  Medical  and  Chirurgical 
Society,  on  the  means  of  diminishing  the  mortality  after  ovari- 
otomy,3 Mr.  Wells  considers  this  will  be  effected  especially — 

1.  By  selecting  proper  cases  only  for  it. 

2.  By  determining  the  stage  of  the  disease  when  it  is  most  likely  to 
succeed. 

3.  By  carefully  avoiding  all  unnecessary  sources  of  danger  by  previ- 
ous preparation. 

4.  By  using  anaesthetics  to  diminish  or  avert  the  shock. 

5.  By  various  cautions  in  the  performance  of  the  operation  itself. 

6.  By  careful  after-treatment. 

And  these  conditions  can  be  secured  for  the  patient  by  the 
experienced  operator  alone. 

4.  Conduct  of  the  After-Treatment. — It  is  very  desirable,  there- 
fore, that  the  operator  himself  superintend  the  after-treatment. 
Indeed,  till  within  the  last  two  or  three  years,  I  have  uniformly 
declined  to  operate,  unless  the  circumstances  were  such  that  I 
could  also  assume  the  subsequent  management  of  the  case. 
Until  very  recently  the  profession  generally  have  had  no  defi- 
nite ideas  of  the  treatment  required  in  grave  cases  after  ovari- 
otomy, the  sources  of  information  being  so  few,  or  not  accessi- 
ble.    Dr.  A.  R.  Jackson  well  remarks  on  the  point  under  con- 

1  Gazette  Hebdomadaire,  loc.  cit.,  p.  504. 

2  See  report  of  the  second  one  hundred  cases  of  the  former,  and  the  first  fifty  of 
the  latter. 

3  The  Lancet,  April,  1859,  p.  321. 
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sideration  :  "  Others  may  do  well — friends  may  furnish  such 
attentions  as  are  always  pleasant  to  the  invalid,  and  skilled 
attendants  may  perform  every  duty — but  there  is  none  who 
feels  a  more  intense  anxiety  for  the  recovery  of  a  patient  than 
he  who  has  jeopardized  that  patient's  life  in  order  to  preserve 
it."  x 

SECTION"  III. 

OOMPAEATIVE   RESULTS   OF   HOSPITAL   AND    PRIVATE   PRACTICE. 

Ovariotomy  has  never  succeeded  well  in  large  public  hospi- 
tals, for  reasons  of  which  some  are  quite  evident : 

1.  Such  hospitals  do  not  afford  the  complete  isolation  and 
quiet  which  are  so  important  after  this  operation. 

2.  The  operation  itself  does  not  find  the  favorable  conditions 
in  a  public  operating-room,  in  respect  to  the  air  and  other 
surroundings. 

3.  Surgeons  who  are  accustomed  to  operate  in  public,  en- 
courage a  rapidity  in  operating,  and  perhaps  acquire  an  impa- 
tience of  delay,  which  have  been  shown  to  be  undesirable  in 
the  ovariotomist. 

Ovariotomy  was  first  attempted  in  a  London  hospital,  as  has 
been  seen,  in  1836 ;  but  the  operation  was  not  finished.  It  was 
first  completed  in  1840,  by  Mr.  Benjamin  Phillips ;  and  per- 
formed for  the  first  time  successfully  in  1816  by  Mr.  Caesar  Haw- 
kins. The  next  success  did  not  occur  for  twelve  years,  when,  in 
1858,  Mr.  Hutchinson  had  two  successful  cases.  During  the 
three  years,  1858-'60,  there  were  ten  ovariotomies  in  the  large 
public  hospitals  of  London,  of  which  nine  proved  fatal.2  The 
still  more  recent  results  have  already  been  given,  the  average 
mortality  being  no  less  than  78.33  per  cent. 

The  experience  of  the  large  hospitals  of  Paris  has  been  even 
more  adverse.  Boinet  states  that  the  first  sixteen  operations 
gave  sixteen  deaths.3  But  to  the  smaller,  and  to  private  hospi- 
tals, the  preceding  objections  do  not  obtain.  Mr.  Wells's  ex- 
perience in  the  Samaritan  Hospital,  and  I.  B.  Brown's,  in  the 
Surgical  Home,  illustrate  this  fact.     While  but  one  recovered 

1  American  Journal  of  Medical  Sciences,  July,  1866,  p.  115. 

2  British  MedicalJournal,   December,  1860.  s  Page  370. 
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of  ten  cases  in  the  large  hospitals,  in  the  three  years  jnst  men- 
tioned, Mr.  Wells  saved  eight  out  of  twelve  cases  in  the  Samari- 
tan.1 Indeed,  the  late  Sir  James  Y.  Simpson  has  adduced  the 
most  cogent  arguments  to  show  that  all  operations,  and  the 
treatment  of  all  diseases,  succeed  better  in  small  than  in  large 
hospitals. 

The  Samaritan  Hospital,  where  Mr.  Wells  has  performed 
nearly  one-half  of  all  his  operations  (one  hundred  and  eighty- 
five  of  his  first  four  hundred  cases),  has  but  twenty-four  beds  ; 
and  the  Surgical  Home  is  of  about  the  same  capacity.  M. 
Kceberle  has  had  most  of  his  patients  at  a  maison  de  sante  just 
without  the  ramparts  of  Strasbourg ;  and  Dr.  Keith  has  achieved 
his  remarkable  success,  in  great  part,  in  a  private  hospital ; 
which  is  still  more  advantageous  than  a  small  public  one,  since 
all  its  appointments  are  under  the  supervision  and  control  of 
the  operator  himself.  Of  Dr.  Keith's  first  one  hundred  opera- 
tions, seventy  were  performed  in  the  same  room,  and  sixty  of 
these  (85.7  per  cent.)  recovered.  In  such  circumstances,  all  the 
details  of  the  after-treatment  can  be  minutely  carried  into  ef- 
fect, and  this  I  consider  the  characteristic  element  of  Dr. 
Keith's  success. 

It  is  generally  assumed  that  much  the  most  favorable  cir- 
cumstances for  success  after  ovariotomy  must  obtain  in  private 
practice.  But  this  is  strictly  true  if  the  comparison  be  made 
with  the  large  hospitals  only.  The  small  hospitals,  though 
public,  give  almost  an  equal  amount  of  success  ;  and  the  private 
hospital,  in  the  instance  last  quoted,  even  a  greater  than  any 
experience  in  private  practice.  This  is  further  shown  by  com- 
paring the  practice  in  a  small  hospital  with  the  private  practice 
of  the  same  operator.     Thus,  Dr.  Keith  reports  : 

Of  70  cases  in  private  hospital,   60  (85.7  per  cent.)  recovered. 
Of  30      "  "       practice,  21  (70  "         )        " 

Mr.  Wells  finds  that  in  his  first  one  hundred  cases  of  ovari- 
otomy, only  29.6  per  cent,  of  his  hospital  patients  died ;  while 
he  lost  39.1  per  cent,  of  his  private  patients.  In  the  second 
one  hundred  cases,  however,  this  was  completely  reversed, 
since  he  lost  only  24.6  per  cent,  in  private,  and  34.2  per  cent. 

1  British  Medical  Journal,  December,  1860. 
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in  hospital  practice.  Taking  the  whole  two  hundred  cases  into 
account,  therefore,  we  find  the  success  almost  completely  equal- 
ized.    Thus  : 

Of   89  hospital  cases,  61  recovered,     28  (31.5  per  cent.)  died. 
Of  111  private      "       77        "  34(30.6         "       )     " 

200  138  62  (31  "        )     " 

Of  his  third  and  fourth  one  hundred  cases,  the  following  are 

the  results : 

tv.*   i  inn  5  Hospital  cases,    52,  42  recovered,  10  died  (19.2  per  ct.) 

inira  iuu  cases  j  Private  caseSj     ^  35        «  13    «    (27>3     u      ) 

T       ,,   1nn  S  Hospital  cases,  44,  30  recovered,  14  died  (31.8  per  ct.) 

l^ourtn  100  cases  -jpriyate       u      5Q^Q        «  g     u     (143       u     } 

Here,  again,  the  hospital  cases  have  the  advantage  in  the 
third  one  hundred  cases,  and  the  private  patients  in  the  fourth. 
In  the  last  forty  cases  of  the  fourth  one  hundred,  there  were 
twenty-four  private  patients,  all  of  whom  recovered.  Of  Mr. 
Welis's  whole  four  hundred  cases,  there  was  an  advantage  of 
2.5  per  cent,  in  private  practice.     Thus  : 

Of  185  hospital  cases,  52  died,         (28.1  per  cent.) 

Of  215  private  patients,  55     "  (25.6        "       ) 

400  107 

In  contrast,  also,  with  the  above  experience  in  the  large 
Parisian  hospitals,  with  a  mortality  of  one  hundred  per  cent., 
the  recent  experience  of  M.  Pean  is  interesting.  In  an  oral 
communication  to  the  French  Academy  of  Medicine,  he  stated 
that  he  had  performed  ovariotomy  thirty -two  times,  with  twenty- 
six  recoveries,  during  1870  and  1871.1  Sixteen  of  these  cases, 
with  fourteen  cures,  occurred  in  a  maison  de  sante  at  Lavallois- 
Perret,  and  the  other  sixteen  cases,  with  twelve  cures,  within 
the  fortifications  of  Paris.  Several  of  these  cases  occurred  during 
the  siege  of  Paris  ;  and  one  patient  died  of  fright  from  the  can- 
nonade of  Fort  Bicetre.  Here,  again,  the  small  hospital  is 
shown  to  be  superior  to  private  practice,  and  M.  Pean  attrib- 
utes his  great  success  there  to  the  strictness  with  which  the 
after-treatment  was  carried  into  effect.  The  experience  of  Mr. 
Bryant  in  a  large  hospital  (Guy's)  will  be  alluded  to  on  a  sub- 
sequent page. 

1  Medical  Press  and  Gazette,  December  2,  1871. 
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SECTION  IV. 

CONDITIONS  DETECTED  OE  PRODUCED  DURING  THE   OPEEATION,  "WHIOH   MODIFY 

ITS   RESULTS. 


1.  Length  of  incision. 

2.  Adhesions. 

3.  Treatment  of  pedicle. 


4.  Amount  of  haemorrhage. 

5.  Duration  of  operation. 

6.  The  occurrence  of  vomiting. 


1.  Length  of  Incision. — Altogether  too  much  stress  has  been 
placed  upon  the  mere  length  of  the  incision  as  influencing  the 
results  of  ovariotomy.  Twenty-five  years  ago  a  spirited  con- 
troversy arose  in  England  between  the  advocates  of  the  long 
incision  (pperatio  major),  and  of  the  short  (the  operatio  minor, 
as  it  was  called).  I  shall  consider  the  merits  of  this  contro- 
versy, and  the  objections  to  what  is  termed  the  ojperatio  minor, 
in  the  first  section  of  Chapter  YIL,  it  being  sufficient  for  my 
present  purpose  to  state  that  by  the  short  incision  I  mean  one 
three  to  six  inches  long,  and  by  the  long  one,  an  incision  of 
ten  inches  or  more,  and  sometimes  extending  from  the  sym- 
physis pubis  to  the  ensiform  cartilage,  as  practised  by  Dr. 
Charles  Clay. 

If  we  select  one  hundred  cases  of  ovariotomy  performed  by 
the  long  incision,  and  compare  the  results  with  those  of  one 
hundred  cases  done  with  the  short  incision,  we  sometimes  find 
the  advantage  on  the  side  of  the  former.  Of  the  first  one 
hundred  and  thirty-seven  cases  of  Dr.  Clay,  who  always  oper- 
ates by  the  long  incision,  ninety-eight  recovered,  and  thirty- 
nine  died;  while  of  the  first  one  hundred  and  thirty-seven 
cases  of  Mr.  Wells,  who  avoids  the  long  incision,  if  practicable, 
ninety-three  cases  recovered,  and  forty-four  died.  But,  since 
these  operators  differ  in  regard  to  other  operative  details,  it 
may  still  be  inquired  whether  the  results  were  not  influenced 
by  the  latter,  in  both  instances,  rather  than  by  the  length  of 
the  incision. 

In  direct  opposition,  apparently,  to  the  above  statistics,  is 
the  statement  by  Koeberle,  that  in  his  first  sixty-nine  cases  the 
mortality  was  directly  proportional  to  'the  length  of  the  inci- 
sion. He  found  that,  of  twelve  cases  in  which  the  incision  was 
five  to  ten  centimetres  long  (two  to  four  inches),  only  one  died  ; 
of  forty-eight  cases,  with  a  length  of  ten  to  tAventy-five  centi- 
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metres  (four  to  ten  inches),  fifteen  (one-third)  died ;  and  if  the 
incision  was  twenty-five  to  forty  centimetres  (ten  to  sixteen 
inches),  eight  out  of  twenty-two  died.  But  Kceberle,  unlike  Dr. 
Clay,  adopted  the  long  incision  only  when  obliged  to  do  so. 
And  since  a  long  incision  is  necessitated  mainly  by  a  large  size 
of  the  tumor  or  extensive  adhesions,  or  both,  he  might  as  cor- 
rectly have  stated  that  the  mortality  was  proportioned  to  the 
two  latter  conditions. 

The  only  way,  then,  to  settle  this  question  statistically,  is 
this :  by  the  same  operator  performing  a  large  number  of  oper- 
ations by  the  long  incision,  and  then  the  same  number  by  a 
short  one,  and  comparing  the  results.  It  is  not  probable  that 
this  will  be  done. 

Meantime,  the  results  arrived  at  by  Mr.  Wells  in  his  expe- 
rience of  two  hundred  cases  may  be  quoted,  as  showing  that  an 
incision  of  not  over  six  inches  is  more  favorable  than  a  longer 
one ;  though  here  also  the  fact  of  coexisting  adhesions  and 
large  tumors,  in  his  cases  of  long  incision,  is  not  to  be  lost 
sight  of.  The  following  table  gives  the  figures  for  his  first  two 
hundred  cases  of  ovariotomy : l 


Length  of  Incision. 

Cases. 

Eecoveries. 

Deaths. 

Mortality 
per  cent. 

Under  4         inches 

14 
66 
55 
28 
15 
13 
6 
3 

10 
48 
37 
21 
10 
8 
4 

4 

18 
18 
1 
5 
5 
2 
3 

28.5 

4  to  5      "     

27.2 

5  "  6      "     

32.7 

6              "     

25. 

7              "     

33.3 

8               "     

38.4 

9               "      

33.3 

100. 

200 

138 

62 

31.00 

If  we  compare  the  cases  where  the  incision  did  not  exceed 
six  inches  with  the  cases  where  this  length  was  exceeded,  the 
result  appears  considerably  in  favor  of  the  shorter  incision. 
There  were : 


Cases. 

Recovered. 

Deaths. 

Per  cent. 

Exceeding  6  inches 

163 

37 

116 

22 

47 
15 

28.33 
40.54 

200 

138 

62 

31.00 

1  "  Medico-Chirurgical  Transactions,"  vol.  I.,  p.  552. 
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While,  however,  it  appears  that  the  mortality  in  my  prac- 
tice has  been  considerably  greater  where  long  incisions  have 
been  made,  it  also  appears  to  have  been  of  little  consequence 
whether  an  incision  four,  five,  or  six  inches  in  length  has  been 
made.  This  confirms  an  impression  which  I  have  formerly 
published,  to  the  effect  that,  when  an  ovarian  cyst  or  tumor  can 
be  removed  by  an  incision  which  does  not  extend  above  the 
umbilicus,  "  the  probability  of  success  is  much  greater  than 
when  it  becomes  necessary  to  extend  the  incision  much  above 
the  umbilicus." 

Still,  there  should  be  no  doubt  that  a  large  tumor  with 
extensive  adhesions  is  more  safely  removed  through  a  long 
incision  than  a  short  one.  Above  all,  no  ovariotomist  should 
commence  an  operation  with  an  ambition  to  succeed  with  an 
incision  of  not  more  than  one  to  two  inches  long.  A  priori, 
we  might  expect,  and  above  it  has  been  proved,  that  a  differ- 
ence of  one  or  two  inches  in  the  length,  so  long  as  it  does  not 
ascend  above  the  umbilicus,  does  not  appreciably  increase  the 
danger.  I  have  seen  an  operator  tug  for  fifteen  minutes  at  a 
collapsed  cyst,  attempting  to  draw  it  through  an  incision  two 
inches  long,  and  then  desist  from  the  operation  because  "  there 
were  strong  and  universal  adhesions."  The  post  mortem,  three 
days  after,  showed  there  were  no  adhesions  at  all,  and  that 
the  operation  would  have  been  one  of  the  simplest,  and  proba- 
bly, also,  the  most  satisfactory,  with  an  incision  of  even  three 
inches. 

The  considerations  which  should  decide  the  length  of  the 
incision,  in  each  case,  will  be  specified  in  the  chapter  upon  the 
operation  of  ovariotomy. 

2.  Adhesions. — The  mere  fact  of  the  existence  or  the  non- 
existence of  adhesions  decides  nothing  as  to  the  result  of  an 
ovariotomy,  since  they  may  be  so  slight  as  to  produce  no  appre- 
ciable effect ;  or,  on  the  other  hand,  when  entirely  absent,  other 
conditions  may  determine  a  fatal  result.  In  more  than  one- 
half  (thirteen  out  of  twenty-five)  of  Dr.  Keith's  fatal  cases, 
there  were  "little  or  no  adhesions."  Kceberle's  statement, 
therefore,  that  ninety  per  cent,  of  the  cases  without  adhesions 
ought  to  recover,  needs  qualification. 

Adhesions  compromise  the  result  of  ovariotomy,  according 
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to  their  degree  of  vascularity,  their  extent,  and  their  locality ; 
for  their  detachment  must  always  produce  some  amount  of 
haemorrhage,  and  may  thus  also  cause  peritonitis,  and  perhaps 
ultimately  septicaemia.  At  first,  the  discovery  of  any  adhesion 
on  opening  the  abdominal  cavity  was  deemed  a  sufficient  cause 
for  closing  it  again,  without  removing  the  tumor.  There  is 
now  a  tendency  to  the  opposite  extreme — to  allow  no  amount 
of  adhesions  to  interfere  with  the  completion  of  the  operation. 
I  shall  consider  this  topic  more  at  length  in  a  future  section. 

The  importance  of  adhesions  has  hitherto  been  generally 
recognized  only  so  far  as  their  extent  and  firmness  are  con- 
cerned ;  and  the  statistics  have  been  arranged  upon  this  basis. 
According  to  Dr.  Hamilton's  table,  three-fourths  recovered  with 
the  weakest  and  least  extensive  adhesions,  while,  if  they  are 
very  extensive,  four-fifths  die. 

According  to  Dr.  J.  Clay's  statistics,  of  those  who  had — 

No  adhesions 70  per  cent,  recovered  and  30  per  cent.  died. 

Slight  adhesions 60         "  "  40       "  " 

Extensive  adhesions. .  50        "  "  50 

Extensive  adhesions 
requiring  ligatures 

In  Koeberle's  table,1  including  his  first  sixty-nine  cases,  we 
find  that,  of  those  who  had — 

No  adhesions  (20  cases)  17,  or  85  per  cent.,  recovered  and  15  per  cent.  died. 
Slight     "         (16     "    )  13,  or  81.2    "  "  "   19.8      "  " 

Grave     "        (33     "    )  18,  or  54.5    "  "  "   45.5      "  " 

The  firmness  of  adhesions  is  important  simply  in  so  far  as 
more  haemorrhage  or  laceration  is  produced  in  detaching  them. 
But  their  vascularity  is  a  very  important  element,  and  the  fol- 
lowing distinctions  should  be  made : 

a.  Adhesions  in  cases  of  monocysts  and  oligocysts,  if  any 
exist,  are  usually  but  slightly  vascular,  being  -merely  physiologi- 
cal, and  not  pathological,  i.  e.,  they  are  formed  from  an  exuda- 
tion poured  out  between  the  peritoneal  surfaces  brought  into 
contact,  and  kept  at  rest  in  contact,  after  the  tumor  has  attained 
to  a  large  size,  and  for  the  purpose  of  supporting  the  tumor  in 
that  position ;  they  are  not  the  result  of  inflammation.  The 
cyst  and  the  peritonaeum  over  it  sometimes  become  inflamed, 

1  Gazette  Hebdomadaire,  August  7,  1868,  p.  499. 
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but  not  so  frequently  as  to  justify  the  expectation  that  inflam- 
matory adhesions  exist  in  any  given  case,  unless  symptoms  of 
inflammation  have  clearly  preexisted.  Hence  we  expect  to 
find  large  tumors  adherent  at  the  upper  part  (and  perhaps  also 
on  the  sides)  as  a  matter  of  course,  and  equally  if  there  have 
been  no  signs  of  inflammation.  But,  unlike  inflammatory  ad- 
hesions, the  union  is  not  very  firm,  and  generally  they  are  but 
very  slightly  vascular.  Hence,  they  are  also  generally  easily 
overcome,  and  do  not  lead  to  any  troublesome  haemorrhage. 
Adhesions  to  the  viscera  are  also  here  less  liable  to  occur. 

h.  In  case  of  polycysts,  all  this  is  reversed,  as  has  been 
shown.  (1)  Adhesions  are  the  rule,  and  not  the  exception ; 
(2)  they  are  more  generally  inflammatory,  and  always  more 
vascular ;  (3)  they  therefore  give  rise  to  more  haemorrhage ;  and 
(4)  they  habitually  attach  the  cyst  to  the  abdominal,  and  often 
to  the  pelvic  viscera.  Adhesions,  therefore,  in  case  of  polycysts, 
are  far  more  dangerous  than  in  case  of  monocysts  and  oligocysts, 
though  the  adhesions  resulting  from  inflammation,  in  case  of  the 
latter,  are  of  similar  import,  if  similarly  located. 

All  forms  of  adhesions  are  dangerous  from  the  haemorrhage 
they  immediately  induce,  and  the  septicaemia  which,  rather  than 
peritonitis,  may  in  turn  result  from  it.  On  the  other  hand,  I 
concur  with  Dr.  W.  L.  Atlee's  opinion,  that  "peritonitis  is 
less  likely  to  occur  in  these  cases  than  when  the  perito- 
naeum is  wholly  intact.  Its  character  is  entirely  changed,  and 
it  is  no  longer  a  serous  membrane."  But  pelvic  adhesions  are 
very  liable  to  be  followed  by  a  low  form  of  inflammation  of 
very  fatal  tendency. 

The  locality  of  the  adhesions  is  also  a  matter  for  considera- 
tion, even  more  than  their  vascularity  and  extent.  Parietal  ad- 
hesions are  the  least  dangerous,  and  those  to  the  pelvic  viscera 
the  most  so.  Many  regard  the  former  of  very  slight  conse- 
quence, and  the  omental  as  scarcely  more  important.  The  fol- 
lowing table  gives  the  mortality  in  Kceberle's  first  sixty-nine 
cases  of  ovariotomy,  as  associated  with  adhesions  in  different 
localities  : 


Parietal  adhesions  34  cases  15  died. 

Omental        "  28     "     13    " 

Intestinal      "  16     "       7    " 

Pelvic  "  20     •*     11    " 


Uterine  adhesions  10  cases  7  died. 

Mesenteric    "  4     "  2    " 

Liver  u  4     "  3    " 

Diaphragm   "  2     " 
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Finally,  I  give  the  mortality  so  far  as  the  locality  of  the  ad- 
hesions is  concerned,  in  Mr.  Wells's  first  four  hundred  cases  of 
ovariotomy,1  and  Dr.  Keith's  first  one  hundred : a 

Adhesions  in  Four  Hundred  of  Mr.  T.  S.  WelWs  Operations  and  One  Hun- 
dred of  Dr.  Keith? s. 


First  100  cases. 

Adhesions  noted 

Second  100  cases. 

Third  100  cases. 

Fourth  100  cases. 

Dr.  Keith's 

only  in  second  50 

100  cases. 

cases. 

No  adhesions 

22  cases — 6  died 

86  cases — 6  died 

84  cases — 6  died 

41  cases — 6  died 

22  cases — 1 
died  15th 
day. 

Parietal    ad- 

18   "         5    " 

88    "        6     " 

81    "        5    " 

16    "        3    " 

28  cases — 2 

hesions. 

died. 

Omental    ad- 

none 

9    «        6    " 

6    "        1    " 

12    "        2    " 

6  cases  —  2 

hesions. 

died      (1 
extremely 
debilitat- 
ed). 

Parietal   and 

none 

6    "        2    tt 

19    "        5    « 

13    "        5    " 

14  cases — 8 

omental  ad- 

died. 

hesions. 

Intestinal 

8  cases — 1  died 

11    ■        5    " 

1    «        g    » 

10    «        8    " 

none 

and  omen- 

tal, or  pari- 

etal and 

mesenteric 

adhesions. 

Pelvic      and 

none 

Idled  (80  hours) 

1  recovered 

6    "        8    " 

16  cases — 6 

intestinal 

died      (2 
malignant) 

adhesions. 

Adhesions  to 

none 

none 

none 

none 

1    to  liver, 

liver       or 

omentum, 

spleen. 

and  parie- 
tes,  and  1 
to  spleen, 
recovered 

Thus,  in  the  four  hundred  and  fifty  ovariotomies,  we  have 
the  following  results  : 

No  adhesions 155  cases,  25  deaths  =  16.1  per  cent. 

Parietal  adhesions 131     "       21      "       =16  " 

Omental  adhesions 33     "        11      "       =33.3        " 

Parietal  and  omental 52     "       15      "       =  28.8       " 

Intestinal  and  omental,  or  ) 

>       31     "       14      "      =  45  1        u 

parietal  and  mesenteric.  ) 

Pelvic  and  intestinal 22     "         8      "       =36.4        " 

Adhesions  to  liver  or  spleen .         2     "    no  death. 

From  these  statistics,  omental  adhesions  are  shown  to  be 
very  important.  Adhesions  to  the  liver  are  a  very  serious  com- 
plication, on  account  of  the  haemorrhage,  so  very  difficult  to 

1  "  Medico-Chirurgical  Transactions,"  vols,  xlviii.,  1.,  Hi.,  liv. 

2  The  Lancet,  September  7,  1867,  and  August  20,  1870. 
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arrest,  from  the  surface  whence  they  have  been  detached ;  and 
intestinal  and  all  pelvic  adhesions  are  very  grave  complica- 
tions. 

3.  Treatment  of  the  Pedicle. — That  this  has  an  important  in- 
fluence upon  the  result  of  ovariotomy,  is  unquestionable ;  but  we 
must  disabuse  ourselves  of  the  idea  that  any  one  method  is  in 
every  instance  preferable  to  all  the  rest.  The  attention  of 
operators  has  been  of  late  too  exclusively  occupied  in  seeking 
the  method  which  shall  entirely  supersede  all  the  rest ;  but,  up 
to  the  present  time,  that  method  has  not  been  devised.  If  it 
ever  is  discovered,  it  will  then  be  seen  that  other  points  in  the 
operation  still  demand  improvement  as  well  as  this. 

That  this  is  not  the  all-important  point,  is  shown  by  the  fact 
that  experienced  operators,  who  have  used  the  two  most  ap- 
proved methods,  though  so  different— some  the  ligature,  and 
others  the  clamp — have  achieved  pretty  nearly  the  same  de- 
gree of  success.  Thus,  Dr.  Clay,  who  always  uses  the  ligature, 
has  had  two  hundred  and  fifty  operations,1  and  one  hundred  and 
eighty-two  recoveries;  and  Mr.  Wells,  who  uses  the  clamp  by 
preference,  and  the  ligature  and  still  other  methods  but  very 
seldom,  out  of  his  first  two  hundred  and  fifty  operations  had 
one  hundred  and  eighty  recoveries.  Indeed,  death  has  very 
seldom  occurred  as  a  direct  consequence  of  the  management 
of  the  pedicle,  excepting  the  cases  in  which  its  constriction  has 
been  incomplete,  or  the  constricting  agent,  whatever  method 
was  adopted,  had  slipped  from  its  place,  and  a  fatal  haemorrhage 
ensued.  And  this  has  occurred  in  exceptional  cases,  after  the 
use  of  all  the  methods  now  in  vogue. 

I  shall  discuss  the  management  of  the  pedicle  in  a  subse- 
quent chapter. 

4.  Amount  of  Haemorrhage. — The  blood  lost  during  ovariot- 
omy, excepting  that  from  the  incision,  which  can  usually  be 
kept  within  narrow  limits,2  must,  of  course,  proceed  from  the 
divided  pedicle,  or  from  detached  adhesions,  or  both. 

If  the  former  be  judiciously  treated  by  any  of  the  most  ap- 
proved methods,  the  bleeding  need  not  be  taken  into  account 
at  all ;  since,  from  the  instant  the  pedicle  is  constricted,  what- 

1  Private  letter,  December,  18Y1. 

2  Dr.  Bayless  lost  a  patient  from  haemorrhage  from  the  incision. 
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ever  be  the  method,  not  a  drop  of  blood  can  be  lost,  except 
from  the  stump  and  the  tumor.  But,  if  the  constriction  be  not 
complete,  haemorrhage,  at  the  moment  or  after  the  incision  is 
closed,  may  occur,  and  may  become  a  cause  of  death,  either  as 
haemorrhage  merely,  or  by  producing  peritonitis,  or,  ultimately, 
septicaemia. 

But  the  amount  of  haemorrhage  from  divided  adhesions  is 
far  less  under  our  control,  and  may  itself  determine  the  result 
of  the  operation.  Here,  however,  a  slight  loss  in  a  strong 
patient  has  no  perceptible  effect,  as  might  be  expected.  And 
we  can  draw  no  reliable  inference  from  a  given  amount  of  haem- 
orrhage from  either  source,  unless  it  be  clearly  excessive,  without 
taking  the  general  condition  of  the  patient  into  account. 

Koeberle  found  that  the  mortality  of  his  cases  was  directly 
proportional  to  the  amount  of  blood  lost  in  the  operation. 
Thus : 

li  oz.  (  50  grammes)  of  blood  lost,  18  cases,    1  died. 

3i  to  15f   "    (100     to     500        "        )  "        "     25      "      10     " 

15|  "  31f   "    (500      "  1,000        "        )  «       "     18      "        6     " 

81£  "  62£    "    (1,000  "  2,000        "        )  "       "       6      "        5     " 

Over  62^    "    (over      2,000        "        )  "        "       2       "        2     " 

It  must  be  admitted  that  the  amount  of  blood  lost  in  the 
last  twenty-six  cases  (one  pound  to  even  four  pounds,  and  more ; 
five  hundred  to  two  thousand  grammes,  and  over)  is  altogether 
exceptional ;  and  might  well  prove  fatal  of  itself  to  an  exhausted 
patient.  I  think  I  have  never  seen  a  haemorrhage  exceeding 
one  pound;  and,  usually,  it  comes  within  the  limits  first  men- 
tioned above  (one  and  a  half,  and  three  and  a  half  or  four 
ounces),  with  experienced  English  and  American  operators. 

But  Koeberle's  statement,  if  not  qualified,  may  mislead. 
The  loss  of  four  ounces  or  even  eight  ounces  of  blood,  during 
the  operation,  may,  in  a  particular  instance,  exert  a  beneficial 
rather  than  an  injurious  influence,  provided  there  is  no  more 
oozing  of  blood  after  the  incision  is  closed.  And,  if  the  oozing 
does  continue,  the  danger  therefrom  is  in  no  precise  proportion 
to  its  amount.  Two  or  three  ounces  may  produce  peritonitis 
or  septicaemia  in  one  case  as  surely  as  twice  these  amounts  in 
another. 

Since  the  free  haemorrhage  which  occurred  in  about  half  of 
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Kceberle's  cases  must  have  proceeded  mainly  from  detached 
adhesions,  it  shows  that  they  were  either  very  extensive,  or 
very  vascular,  or  both ;  and,  therefore,  also  implies  an  increased 
risk  of  subsequent  bleeding,  and  consequent  peritonitis  and 
septicaemia,  as  well  as  of  exhaustion,  in  case  the  patient  were 
already  much  debilitated.  And  it  is  only  in  the  last-mentioned 
class  of  cases  that  haemorrhage,  as  such,  increases  the  mortality 
in  a  direct  proportion  to  the  amount  of  blood  lost ;  and  here 
every  precaution  should  be  taken  to  reduce  it  to  the  smallest 
possible  amount. 

5.  Duration  of  the  Operation. — A  long  duration  of  the  opera- 
tion, other  things  being  equal,  increases  the  exhaustion  and  the 
shock  to  the  nervous  system.  Still,  it  must  not  be  believed  that 
the  mere  prolongation  of  the  operation  for  a  few  minutes,  or  even 
a  half  hour,  while  the  patient  is  in  a  state  of  anaesthesia,  would 
determine  a  fatal  result,  except  in  a  very  debilitated  subject. 
An  unavoidable  result  of  a  protracted  operation  is  a  pro- 
longed exposure  of  the  peritoneal  cavity  and  the  abdominal 
viscera  to  the  atmosphere,  and,  in  some  parts,  to  the  contact  also 
of  the  hands  of  the  operator.  There  is  generally  also,  in  such 
circumstances,  increased  violence  to  the  organs  in  detaching  the 
extensive  and  firm  adhesions  which  necessitate  the  delay. 

Except,  therefore,  in  a  few  cases  of  great  previous  debility, 
it  is  not  merely  the  length  of  the  operation  which  endangers 
the  patient ;  and  hence,  if  all  the  threatened  consequences  of 
the  adhesions  are  prevented  by  the  operation,  the  patient  re- 
covers equally  well  after  the  most  protracted  operative  pro- 
cedure. I  have  removed  an  ovarian  polycyst  by  an  operation 
which  lasted  four  hours,  and  which  required  an  additional  hour 
to  close  the  incision  and  put  the  patient  in  her  bed.  But  she 
rallied  promptly,  and  made  a  good  recovery,  though  septicaemia 
occurred  on  the  seventh  day,  in  consequence  of  oozing  from  the 
extensive  surface  whence  the  adhesions  had  been  detached.1 
Another  case  in  which  I  required  three  hours  to  remove  the 
cyst  also  made  a  very  prompt  recovery,  without  any  bad  symp- 
toms, since  no  oozing  occurred  after  the  incision  was  closed. 

Still,  Koeberle  found  that  in  his  experience  the  mortality 
was  directly  proportioned  to  the  duration  of  the  operation  : 

1  American  Journal  of  Medical  Sciences,  July,  1864. 
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Duration, 

|  hour, 

9 

cases 

,  0  died. 

u 

1       " 

28 

a 

7    " 

(( 

H     " 

16 

(( 

5     " 

(1 

2       " 

11 

a 

7    " 

u 

2£     " 

and 

more, 

5 

a 

5     " 

Kceberle,  however,  mentions  that  one  of  the  patients  who 
died  after  an  operation  lasting  two  hours,  and  another  after  one 
of  over  two  hours  and  a  half,  would  not  have  succumbed, 
had  they  not  been  extremely  debilitated.  And  considering  the 
risk  of  septicaemia  if  any  oozing  occurs  after  the  incision  is 
closed,  I  should  say  that  any  prolongation  of  the  operation, 
necessary  for  a  complete  arrest  of  the  bleeding  from  the  surfaces 
whence  the  adhesions  have  been  detached,  is  justifiable.  In 
the  two  instances  above  mentioned,  however,  death  occurred 
from  exhaustion — in  four  days,  and  at  the  end  of  one  month. 
But  since  the  latter  (case  lxix.)  lost  over  two  pints,  and 
the  former  (case  lvii.)  over  four  pints  of  blood  during  the 
operation,  I  infer  that  the  exhaustion  was  really  due,  not  so 
much  to  the  duration  of  the  operation,  as  to  the  loss  of  blood. 
I  therefore  conclude  that,  if  the  prolongation  of  the  operation 
is  dangerous,  far  more  so  is  the  closure  of  the  incision  before 
all  bleeding  is  permanently  arrested. 

6.  The  Occurrence  of  Vomiting  — During  the  operation  this  is 
of  little  importance,  unless  there  be  adhesions  of  considerable 
extent,  except  so  far  as  it  causes  interruption,  and  occasions 
delay.  If  the  latter  exist,  it  may  determine  an  unfavorable 
result  by  keeping  up  the  oozing  of  blood  both  before  and  after 
the  incision  is  closed,  from  the  abrasions  whence  the  adhesions 
have  been  detached. 

The  effects  of  vomiting,  during  and  after  Koeberle's  opera- 
tions,1 are  shown  by  the  following  table  : 

Of   8  cases  of  vomiting,  with  no  adhesions,  6  recovered,  2  died. 
Of   5  "  slight        "  5         "  0     " 

Of  13  "  grave        "  4        "  9     " 

"With  which  compare  his  cases  in  which  vomiting  did  not  occur : 


Of  12  cases,  with  no  adhesions, 

11  recovered, 

1  died. 

Of  10      "         slight        " 

8        " 

2    " 

Of  21      "         grave       " 

11         " 

10     " 

1  Gazette  Eebdomadaire,  August,  1868,  p.  503. 
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It  is,  therefore,  especially  in  cases  complicated  with  grave 
adhesions,  that  vomiting  is  dangerous.  Of  thirteen  cases  of 
death  from  septicaemia,  eight  had  suffered  from  the  chloroform- 
vomiting. 

And  it  is  in  respect  to  its  tendency  to  produce  emesis  that 
chloroform  is  decidedly  objectionable  as  an  anaesthetic  in  ovari- 
otomy. Though  it  has  been  generally  used  in  Great  Britain, 
Dr.  Clay  doubts,  since  serious  sickness  is  produced  by  chloro- 
form both  during  and  after  his  operations,  if  it  has,  on  the  whole, 
contributed  to  his  success.  Of  Dr.  Keith's  reports  of  his  earlier 
cases,  almost  all  speak  of  the  duration  after  the  operation  of  the 
chloroform-sickness.  He  has  used  ether  since  his  fifty-second 
case,  and  doubts  if,  on  the  whole,  chloroform  is  a  boon  to  man- 
kind. Mr.  Wells  has,  of  late,  commonly  used  the  bichloride  of 
methyl  as  an  anaesthetic.  It  contains  one  equivalent  less  of 
chlorine  than  does  chloroform,  and  is  given  in  the  form  of  spray. 
Dr.  W.  L.  Atlee  uses  one  part  chloroform,  liquid  measure,  to 
two  of  ether.  Koeberle  uses  chloroform.  Generally,  in  this 
country  the  pure  ether  is  used,  and,  I  think,  answers  all  the 
requirements  as  well  as  any  other  anaesthetic,  if  properly  ad- 
ministered, while  it  is  also  quite  as  free  from  objection  as  any 
other.  I  have  never  seen  it  produce  vomiting  during  the  opera- 
tion, excepting  in  cases  where  it  was  administered  within  two 
or  three  hours  after  taking  food,  as  never  should  be  done ;  and 
then  with  the  eifect  only  of  promptly  evacuating  the  stomach. 
I  have  never  seen  vomiting  produced  by  it  after  the  operation. 
I,  however,  record  my  protest  against  keeping  a  patient  con 
tinually,  during  the  operation,  from  the  use  of  any  anaesthetic, 
at  the  point  of  narcosis  indicated  by  stertorous  breathing,  and 
lividity  of  the  lips  and  face.  It  is  simply  anaesthesia,  and  not 
asphyxia,  that  is  required  ;  and  I  have  seen  more  than  one  fatal 
result  of  ovariotomy  in  very  debilitated  subjects,  which  might 
fairly  be  attributed  to  the  reckless  use  of  the  anaesthetic.  As 
soon  as  stertorous  respiration  is  produced,  the  anaesthetic  should 
be  withdrawn,  and  afterward  reapplied  so  as  to  keep  just  short 
of  this  symptom.  Complete  anaesthesia  is,  in  itself,  a  sufficient 
approach  to  death,  even  in  case  of  a  patient  not  much  debilita- 
ted ;  and  it  is  simply  unpardonable  uselessly  to  superadd  to  it 
another  still  more  dangerous  condition. 
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A  case  is  reported  by  Dr.  Black  in  which  chloroform  soft- 
ened and  disorganized  the  bronchial  mucous  membrane,  and 
produced  death  in  three  days  and  seventeen  hours.1  And  Mr. 
Holt  records  an  instance  in  which  it  produced  a  fatal  collapse, 
from  which  the  patient  did  not  rally  at  all.8 

1  The  Lancet,  April,  185V,  p.  312.  2  Ibid.,  January,  1860,  p.  47. 
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SECTION   I. 
INDICATIONS   FOE   OVARIOTOMY,  AND   CONTRAINDICATIONS. 

The  indications  and  the  contraindications  for  ovariotomy 
have  been  very  diversely  understood  at  different  epochs  in  its 
history.  At  first,  a  reasonable  suspicion  of  extensive  adhesions, 
or  a  very  low  state  of  health,  was.  accepted  as  a  contraindication ; 
and,  if  the  former  were  found  on  opening  the  abdominal  cavity, 
the  operation  was  at  once  abandoned.  But  such  timorous  coun- 
sels now  no  longer  prevail,  and  the  indications  may  also  be 
more  briefly  and  precisely  stated. 

I.  INDICATIONS  FOB  OVARIOTOMY. 

1.  From  the  view  I  have  taken  of  the  inefficacy,  with  very 
rare  exceptions,  of  the  other  methods  of  treatment,  it  follows 
that,  if  the  diagnosis  be  perfectly  clear,  the  existence  of  an  ova- 
rian tumor  is  a  presumptive  indication  for  ovariotomy ;  the 
time  for  its  performance  having  arrived  when  the  patient's 
general  health  has  become  somewhat  impaired. 

2.  The  proper  time  having  arrived,  the  following  are  posi- 
tive indications  for  it : 

Probable  absence  of  adhesions,  and  all  other  complications  ; 
no  depreciation  of  health  except  so  far  as  produced  by  the  ova- 
rian disease ;  no  reason  for  applying  iodine  injections,  or,  the 
treatment  by  evacuating  the  cyst,  and  leaving  it  patent ;  the 
patient  desiring  the  operation,  and  being  confident  of  recovery. 

Before  stating  the  positive  contraindications,  I  call  atten- 
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tion  to  certain  conditions,  so  regarded  by  some  writers,  but  not 
now  sanctioned  as  such,  by  an  accumulated  experience. 

1.  Extensive  and  strong  adhesions  are  regarded  by  Fehr  as 
con  train  dicating  ovariotomy.  But  no  amount  or  kind  of  ad- 
hesions, discoverable  before  the  operation,  should  now  be  so 
understood  ;  though,  if  extensive  and  vascular,  or  pelvic  adhe- 
sions be  discovered  on  opening  the  abdomen,  they  may  in  very 
rare  instances  justify  its  abandonment.  The  presumption, 
therefore,  should  be  that  no  case  is  to  be  abandoned  on  account 
of  adhesions  merely,  if  possible  to  overcome  them  ;  and  the 
operation  should  actually  be  left  unfinished  only  when  they 
clearly  necessitate  such  a  prolongation  of  the  operation,  or  such 
a  loss  of  blood,  or  both,  as  will  probably  prove  fatal  in  the 
patient's  actual  condition. 

2.  Ascites  does  not  contraindicate  ovariotomy,  provided  it 
is  produced  by  the  ovarian  tumor,  and  is  not  due  to  any  organic 
affection  of  some  other  organ. 

3.  Extreme  debility  should  not  preclude  ovariotomy  as  a 
forlorn  hope,  provided  it  be  due  to  the  ovarian  disease  alone, 
and  permits  some  hope  that  the  patient  may  rally  and  recover ; 
and  she  desires  the  operation,  after  being  made  acquainted  with 
the  danger. 

4.  Peritonitis,  resulting  from  the  bursting  of  an  ovarian 
cyst,  does  not  preclude  ovariotomy.  On  the  contrary,  it  should, 
as  a  rule,  be  regarded  a  reason  for  its  very  prompt  performance. 
Mr.  Wells  has  saved  several  patients  under  these  circumstances. 
Nor  is  suppuration  of  the  cyst,  with  hectic  fever,  a  bar  to  the 
performance  of  the  operation  (p.  362),  even  though  the  con- 
tents of  the  cyst  have  become  putrid. 

5.  Albuminuria  does  not  contraindicate  ovariotomy,  unless 
associated  with  other  signs  of  Bright' s  disease,  or  other  organic 
disease  of  the  kidney ;  i.  e.,  if  no  blood,  casts,  or  pus,  be  present 
in  the  urine,  it  may  be  a  result  of  renal  congestion  produced 
by  the  pressure  of  the  tumor. 

6.  A  suspicion  of  cancer  of  the  ovary  should  not,  in  a  doubt- 
ful case,  forbid  the  effort  to  save  the  patient  by  ovariotomy. 
For,  if  the  case  prove  to  be  cancer,  life  is  but  slightly  abridged 
at  the  worst ;  while,  if  the  disease  is  found  to  be  non-malignant, 
the  patient  may  perhaps  recover,  as  has  occurred  in  several  such 
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instances.     Therefore,  if  there  be  doubt  as  to  the  nature  of  the 
ovarian  disease,  operate. 

7.  A  previous  ovariotomy  does  not  contraindicate  the  re- 
moval of  the  remaining  ovary,  if  it  in  turn  become  the  seat  of 
cystic  degeneration.  This  has  been  twice  successfully  done  by 
Mr.  "Wells,1  and  also  by  Dr.  Atlee  and  others. 

8.  Yalvular  disease  of  the  heart  is  not,  necessarily,  a  contra- 
indication to  ovariotomy,  as  is  shown  by  the  recovery  of  one  of 
Mr.  Wells's  cases  (No.  90). 

II.    CONTRAINDICATIONS. 

1.  Ovariotomy  is  contraindicated  for  the  present,  that  is,  it  is 
postponed,  by  a  still  perfect  state  of  the  general  health ;  by  the 
fact  that  a  non-albuminous  fluid  has  been  obtained  by  tapping ; 
by  doubt  in  respect  to  the  diagnosis ;  by  the  coexistence,  or  the 
suspicion  even,  of  pregnancy ;  by  a  uterine  fibroma ;  by  any 
acute  disease,  or  any  results  still  remaining  of  such  an  attack, 
especially  if  implicating  the  pelvis,  or  any  other  part  of  the  ab- 
dominal cavity. 

It  is  also  to  be  deferred  during  the  prevalence  of  any  epi- 
demic influence,  which  is  found  to  increase  the  danger  of  other 
surgical  operations. 

2.  Ovariotomy  is  absolutely  contraindicated  by  rapidly-ad- 
vancing tuberculosis ;  by  actually  recognized  cancer  of  the 
ovary,  or  of  any  other  organ  ;  by  all  organic  diseases  of  the  brain, 
heart,  liver,  or  kidney ;  by  ascites,  if  produced  by  either  of  the 
three  last-mentioned  diseases ;  scrofulous  enlargement  of  mesen- 
teric glands ;  chronic  peritonitis ;  extreme  anaemia,  or  chlorosis ; 
hectic  fever ;  red  tongue  with  rapid  (130  to  140)  and  feeble 
pulse ;  profuse  diarrhoea ;  extreme  emaciation  and  exhaustion, 
affording  no  hope  of  recovery  from  the  shock  of  the  operation  ; 
profound  lesions  of  the  nervous  system ;  any  general  skin-dis- 
ease (I.  B.  Brown) ;  decided  unwillingness  to  submit  to  the 
operation  ;  and  despair  of  recovery. 

If  the  case  still  remain  doubtful,  "  it  should  be  regarded  in 
the  most  unfavorable  light,  and  the  operation  be  rejected  unless 
practicable  on  that  hypothesis." 2 

1  "  Medico-Chirurgical  Transactions,"  vol.  xlvi.,  p.  161,  and  vol.  1.,  p.  1. 

2  Kceberle,  "  De  l'Ovariotomie,"  p.  81,  §  14. 
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But  shall  we  absolutely  decline  to  operate  in  all  of  the  very 
unfavorable  cases  ?  Certainly  not.  If  the  conditions  are  not 
such  as  absolutely  to  forbid  the  operation,  and  the  patient,  after 
fully  understanding  the  danger  of  the  operation,  entreats  us  to 
give  her  the  slight  chance  there  may  be  of  thus  prolonging  her 
life,  we  are  not  at  liberty  to  refuse  to  operate  ;  this  being  done 
with  a  full  understanding,  on  the  part  of  all  interested,  on  what 
grounds  it  is  undertaken.  Thus,  we  shall  not  have  to  regret  our 
action,  even  if  we  fail ;  while  we  will  sometimes  have  the  in- 
tense happiness  of  having  saved  one  who  was  ready  to  perish.1 
In  such  circumstances,  says  Dr.  H.  Yegas,  it  would  be  in- 
human to  refuse  ovariotomy  to  patients  who  demand  it.2 

•Mr.  "Wells  expresses  his  rule  of  action  in  such  cases  as 
follows : 

Is  it  right  to  perform  such  an  operation  as  ovariotomy  in  unfavorable 
cases?  It  may  be  said  that,  by  doing  so,  the  surgeon  not  only  risks  his  own 
reputation,  but  lowers  the  operation  he  performs  in  the  estimation  of  the 
profession,  and  thus  lessens  the  number  of  favorable  cases  who  might  be 
willing  to  undergo  it,  were  it  not  known  that  one  in  two,  three,  or  four, 
who  do  submit  to  it,  die.  It  is  quite  clear  that  a  surgeon  who  will  only 
operate  on  very  favorable  cases,  ought  to  show  far  better  returns  than  one 
who  consents  to  stake  his  own  reputation  in  order  to  give  a  dying  patient 
a  small  chance  of  recovery ;  and  it  may  possibly  be  right  to  follow  the  more 
prudent  course.  But  in  a  case  where  a  poor  woman  says,  as  many  have 
said  to  me — "  I  suffer  from  a  disease  which  must  kill  me.  I  cannot  live  very 
long.  My  life  must  be  a  life  of  suffering.  If  you  operate,  I  know  the  risk 
I  run ;  but  I  may  be  cured  and  return  to  my  husband  and  children,  and  I 
would  rather  die  than  live  as  I  am " — in  such  a  case  as  this,  I  do  not 
envy  the  feelings  of  a  man  who — unless  he  saw  the  case  was  abso- 
lutely hopeless — would  let  any  consideration  for  the  general  character  of 
surgery,  or  for  his  own  reputation  as  a  successful  operator,  induce  him  to 
refuse  the  prayer  of  the  poor  dying  creature  who  placed  her  life  in  his 
hands.3 

SECTION"  II. 

TTNDEE   WHAT   OIEOUMSTANOES   SHOULD   OVABIOTOMY   BE   ABANDONED? 

A.  If,  on  opening  the  abdominal  cavity,  the  tumor  is  found 
not  to  be  ovarian,  the  original  plan  of  operation  is  of  course 
abandoned,  and  further  proceeding  must  depend  on  the  nature 
of  the  tumor : 

1  Peaslee's  "  Monograph  on  Ovariotomy,"  p.  66. 

2  "  Etude  sur  les  Kystes  de  l'Ovaire,"  etc.,  p.  93.     3  "  Diseases  of  the  Ovaries,"  p.  81. 
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1.  If  it  be  a  solid  tumor  of  the  liver,  spleen,  mesentery,  or 
kidney,  or  a  uterine  fibroid,  the  incision  may  best  be  closed  with- 
out delay.  But,  if  the  last-mentioned  be  sub-peritoneal  and 
peclicnlated,  the  question  of  removing  it  may  be  entertained. 

2.  If  it  be  a  cyst,  whether  of  the  kidney,  spleen,  liver,  me- 
sentery, or  a  uterine  fibro-cyst,  the  propriety  of  evacuating  it 
by  tapping  should  be  considered. 

Mr.  Wells  has  tapped  two  renal  cysts  under  these  circum- 
stances ;  the  former  patient  dying  in  thirty  hours,  of  uraemia,1 
and  the  latter  being,  two  months  afterward,  still  improving  in 
health.2  He  also  tapped  a  "renal  or  splenic"  cyst,  and  the 
patient  recovered  and  remained  well.3  He  removed  eight  pints 
of  sero-purulent  fluid  from  a  uterine  fibro-cyst,  and  the  patient 
recovered  and  remained  well.4 

But  a  uterine  fibro-cyst,  attached  by  a  distinct  pedicle  not 
over  one  and  a  half  inch  in  diameter,  may  be  removed  with 
about  the  same  risk  as  an  ovarian  tumor  in  the  same  circum- 
stances. I  have  operated  successfully  in  such  a  case.  If  a  renal 
cystoma  has  involved  the  entire  structure  of  the  kidney,  the 
question  of  its  removal  may  be  raised ;  though  up  to  the  pres- 
ent time  the  experience  of  Simon,  of  Heidelberg,  and  Dr.  J.  T. 
Gilmore,  alone  sustains  the  affirmative  (p.  158). 

3.  If  the  tumor  prove  to  be  a  cyst  of  the  broad  ligament, 
it  should  be  merely  tapped  ;  since  generally,  as  we  have  seen, 
a  single  tapping  produces  a  cure.  If,  however,  it  is  decidedly 
pediculated,  it  may  be  removed  with  rather  less  risk  than  the 
average  of  ovariotomies. 

B.  If  the  diagnosis  prove  to  be  correct,  the  only  valid  rea- 
son for  abandoning  the  operation  would  be  the  existence  of 
very  grave  adhesions. 

Dr.  Herrera  Vegas  maintains  that  we  are  authorized  in 
abandoning  ovariotomy  when  the  adhesions  are  very  extensive 
and  resistant,  or  when  they  interest  important  organs,  as  the 
bladder,  uterus,  intestines,  etc.5  He  also  quotes  Dr.  J.  Clay's 
table  showing  that — 

If  there  be  no  adhesions,  thirty  per  ct.  die  after  ovariotomy. 

1  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  518. 

2  Ibid.,  vol.  lii.  3  Ibid.,  vol.  lii.  4  Ibid.,  vol.  Hi. 
6  "Etude  sur  les  Kystes  de  l'Ovaire  et  l'Ovariotomie,"  p.  94. 
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If  there  be  weak  adhesions,  forty  per  ct.  die  after  ovariotomy. 

If  there  be  extensive  adhesions,  fifty  per  cent,  die  after  this 
operation. 

If  there  be  extensive  adhesions  requiring  ligatures,  seventy 
per  cent,  die  after  it. 

On  the  other  hand,  he  finds  that,  of  eighty-two  cases  in 
which  the  operation  had  been  abandoned  on  account  of  adhe- 
sions, there  had  been  but  twenty-four  deaths,  or  twenty-nine 
per  cent.,  to  offset  the  seventy  per  cent,  in  the  cases  which  had 
been  completed,  after  detaching  and  ligating  the  adhesions. 

We  are,  however,  to  remember  that  the  seventy- one  per 
cent,  who  did  not  die,  of  the  eighty-two  in  whom  the  operation 
was  abandoned,  did  not  "  recover,"  as  did  the  thirty  per  cent, 
of  the  cases  of  adhesions  requiring  ligatures.  They  simply  re- 
gained their  condition  before  the  attempt  to  remove  the  tumor ; 
while  the  thirty  per  cent,  regained  their  health  entirely,  being 
freed  from  the  ovarian  disease.  Besides,  the  management  of 
adhesions  has  been  much  improved  since  1860,  when  Dr.  Clay's 
table  was  published.  Kceberle  had,  in  August,  1868,  in  a  series 
of  sixty-nine  cases,  never  "resolved  upon  the  cruel  extremity  of 
leaving  the  operation  unfinished  ; "  1  though  he  had  often  had 
to  contend  with  the  worst  forms  of  adhesions. 

Dr.  Keith  had  abandoned  but  four  cases  on  account  of  ad- 
hesions, when  he  had  performed  one  hundred  and  thirty-six 
ovariotomies,8  though  there  were  adhesions  in  thirty-three  of 
his  first  fifty  cases,  and  several  of  the  operations  occupied  over 
two  hours,  on  account  of  their  extent  and  gravity.  Nussbaum 
also  had  adhesions  in  twenty-nine  out  of  thirty-four  cases,  and 
strong  adhesions  in  seventeen  cases.  He,  however,  never  aban- 
doned a  case. 

It  should,  therefore,  be  the  kind,  rather  than  the  extent  or 
firmness  of  the  adhesions,  that  should  justify  the  abandonment 
of  an  operation  once  commenced.  And,  we  may  now  state 
the  practical  rule  that  only  adhesions  to  the  liver,  intestines, 
bladder,  or  uterus,  come  within  this  category.  In  one  of  Dr. 
Keith's  successful  cases,  the  cyst  adhered  almost  universally, 
posteriorly,  to  the  intestines,  the  aorta,  etc.3    Grenser  concludes 

1  Gazette  Hebdomadaire,  Aout,  1868,  p.  498.  2  Private  correspondence. 

3  Ibid. 
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that,  if  adhesions  exist  to  the  bladder,  jejunum,  colon,  or  pelvis 
— an  accident  for  which  art  does  not  provide  a  sufficient  reme- 
dy— the  operation  must  be  left  unfinished.1 

But  I  close  with  a  statement  of  the  cases  in  which  Mr. 
Wells  has  been  deterred  from  finishing  the  operation  of  ovari- 
otomy since  1865,  and  which  occurred  in  connection  with  and 
in  addition  to  his  last  three  hundred  cases.  I  exclude  those  in 
connection  with  his  first  hundred  cases,  since  it  is  my  object 
here  to  include  only  the  results  of  his  riper  experience  up  to 
the  present  time.  Since  the  commencement  of  the  year  1865, 
Mr.  Wells  has  abandoned  the  operation,  after  commencing  it, 
nineteen  times,  for  the  following  reasons : 


No. 

of 

Case. 

Date. 

Age. 

1 

Feb.,  1865. 

22 

2 

May,  " 

50 

3 

Oct.,   " 

40 

4 

Ap'il,  1866. 

38 

5 

July,  " 

40 

62 

Dec,  " 

33 

7 

Ap'il,  1867. 

48 

8 

"   " 

26 

9 

May,  " 

43 

10 

May,  1868. 

25 

11 

June,  " 

47 

12 

Aug.,  " 

33 

13s 

Oct.,  " 

33 

14 

15 

Feb.,  1869. 

53 
54 

16 

May,  " 

34 

17 

"   " 

54 

.18 

Nov.,  1870. 

31 

19* 

Dec,  " 

26 

single. 


Single. 
Married, 
Single. 
Married, 

Single. 


Married. 

Single. 
Married. 


Cause  of  abandonment  of  operation,  and  how  far 
proceeded  with. 


Widow. 
Single. 

Married. 

Single. 

Married. 

Single. 


Pelvic  adhesions ;  cyst  emptied,  and  fixed 
to  abdominal  wall. 

Pelvic  adhesions ;  loose  part  of  cyst  re- 
moved by  ecraseur. 

Pelvic  adhesions ;  cyst  tapped  and  emp- 
tied. 

Part  of  tumor  of  doubtful  origin  re 
moved.  Uterus  and  both  ovaries  dis- 
eased. 

Suppurating  cyst  opened,  and  partially 
removed. 

Cyst  tapped.  Adhesions  extensive;  no 
attempt  at  removal. 

Extensive  adhesions  to  pelvis  and  caecum 

Tumor  tapped,  and  one  cyst  emptied. 
Vessels  in  cyst  tied,  and  ligature  cut 
short  and  returned. 


Cyst  opened.  Some  adhesions  to  pa 
rietes  and  intestines  separated.  Two 
vessels  tied,  as  in  preceding  case. 


Cyst  tapped.    Extra  stroug  pelvic  ad 

hesions. 
Part  of  adherent  cyst  removed;  remain 

der  fixed  to   opening   in   abdominal 

wall. 
Ruptured  cyst.    The  peritoneal  cavity 

cleansed  of  ovarian  fluid.    Adherent 

dendritic  tumor. 

Adhering  cyst  emptied,  and  fixed  as  in 
case  eleven. 

As  the  preceding  case. 

Burst  cyst ;  all  fluid  removed ;  cancerous 
nodules  all  over  the  peritonaeum. 

Adherent  papilloma  of  both  ovaries. 
Peritoneal  fluid  removed. 

Part  of  adherent  multilocular  cyst  re- 
moved ;  adhering  pelvic  portions  left. 

Part  of  adhering  cyst  removed;  rem- 
nant secured  by  ligature. 

Cyst  emptied,  fixed  to  abdominal  wall, 
and  cure  obtained  by  suppuration. 


Cured  by  suppuration. 

Died  in  seventy  hours.  Ob- 
structed intestine. 

Eeoovered  after  suppura- 
tion. 

Died  in  thirty-two  hours. 
Peritonitis. 

Death  in  eleven  hours.   Ex- 
haustion. 
Relieved. 

Relieved  as  from  a  simple 
tapping. 

Died  nineteenth  day  after 
suppuration  of  the  cyst. 
Post-mortem  examination 
showed  that  tumor  could 
not  have  been  removed. 

Died  in  fifty-two  hours.  Ute- 
rus, rectum,  and  both  ova- 
ries united ;  could  be  sep- 
arated after  death  only  by 
careful  dissection. 

Relieved,  but  died  a  few 
weeks  afterward. 

Died  fourth  day. 


Was  tapped  one  and  two 
months  after,  and  was  im- 
proving in  health  and  flesh 
at  end  of  five  months. 

Suppuration  and  recovery. 
Good  health  five  months 
after. 

Died  twentieth  day. 

Died  thirtieth  day. 

Left  hospital   twenty-third 

day  after. 
Died  eighth  day. 

Died  in  twenty-two  hours. 

Recovered. 


1  Richmond  and  Louisville  Medical  Journal,  April,  1871,  p.  382. 

3  First  six  cases  reported  in  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  548. 

3  Gases  seven  to  thirteen,  ibid.,  vol.  111.  *  Cases  fourteen  to  nineteen,  ibid.,  vol.  liv. 
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Of  Dr.  Keith's  four  unfinished  operations,  one  patient  died 
in  twelve  days ;  one  after  two  years;  one  is  still  living  (1872), 
after  one  tapping  three  years  ago ;  and  the  fourth  recovered 
after  suppuration  of  the  cyst,  and  drainage.  Thus  it  appears 
that  adhesions  were  the  sole  reason  for  abandoning  the  opera- 
tion in  all  the  preceding  cases,  and  pelvic  adhesions  especially. 
The  great  desideratum,  therefore,  at  present  is,  an  improved 
method  of  managing  them.  I  shall  speak  of  the  various  meth- 
ods in  chapter  seven. 

SECTION  III. 

PROGNOSIS   OF   OVARIOTOMY. 

Accidents  may  arise  in  any  case,  during  or  after  ovariotomy, 
which  nullify  all  previous  predictions,  however  apparently  well 
founded  ;  and  Scanzoni  pronounced  it  a  surgical  temerity,  since 
the  cases  which  promise  the  best  results  often  prove  to  be  the 
worst.  Ivceberle,  as  a  general  guide  in  the  prognosis  of  ovari- 
otomy, divides  the  cases  into  three  categories.1  I  reverse  the 
order  of  the  last  two  : 

1.  Simple,  uncomplicated,  or  slightly  complicated  cases,  in 
which  the  general  health  of  the  patient  is  not  compromised. 
In  these  cases  a  cure  is  the  rule,  and  death  the  exception. 

2.  Cases  which,  though  complicated,  yet  present  no  grave 
contraindications.  Here  the  chances  of  cure  and  of  death  are 
about  equal. 

3.  Doubtful,  complicated  cases;  with  profound  impairment 
of  the  general  health.  In  these  cases,  where  the  prognosis  is 
grave,  the  operation  can  be  attempted  only  as  the  last  chance 
for  the  patient ;  death  is  the  rule,  recovery  the  exception.8 

Dr.  W.  L.  Atlee  arranges  the  cases  in  two  classes :  1. 
Those  in  a  condition  favorable  for  any  grave  surgical  operation ; 
and  2.  Those  whose  vital  powers  are  rapidly  failing.3  The  prog- 
nosis is  favorable  in  the  former  class,  and  not  so  in  the  latter. 

1  "  De  rOvariotomie,"  p.  11. 

2  After  an  experience  of  five  years  as  an  ovariotomist,  Kceberle-  remarks  that  the 
results  of  ovariotomy,  to  be  satisfactory,  should  afford  ninety  to  ninety-five  per  cent, 
of  cures  in  cases  without  adhesions,  and  seventy  to  eighty  per  cent,  with  slight  ad- 
hesions (Gazette  Hebdomadaire,  August,  1868,  p.  500). 

3  American  Journal  of  Medical  Sciences,  January,  1870,  p.  102. 
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To  treat  this  subject  as  definitely  as  possible,  I  have  to  con- 
sider, first,  the  elements  of  prognosis,  which  are  available  before 
the  operation  ;  and  then  those  which  become  known  during  it. 

I.   PRO  GNOSTIC  ELEMENTS  AVAILABLE  BEFORE  THE  OPERATION. 

So  far  as  the  question  of  adhesions  is  concerned,  we  have  to 
deal,  before  the  operation,  with  the  unforeseen  and  the  unknown. 
We  can  have  nothing  better  than  a  rational  presumption  re- 
specting them,  as  founded  on  the  signs  specified  on  page  Vol ; 
and,  whatever  ideas  we  entertain,  we  must  commence  the  opera- 
tion prepared  to  meet  with  every  possible  complication.1 

The  following  elements  are,  however,  known  beforehand ; 
and  their  prognostic  bearing  may  be  stated  as  follows,  in  a  gen- 
eral way : 

1.  Conditions  warranting  a  Favorable  Prognosis. — Slow  prog- 
ress and  prolonged  duration  (two  to  four  years)  of  the  disease  ; 
natural  condition  of  the  skin;2  general  health  somewhat  im- 
paired ;  menses  arrested ;  final  cessation  of  the  menses ;  ema- 
ciation slight. 

Monocyst,  or  oligocyst ;  large  size  of  tumor  (middle  of  third 
stage) ;  abdominal  wall  distended  and  thin ;  no  adhesions  sus- 
pected ;  no  previous  tappings  ;  contents  of  cyst  serous,  and  of 
low  specific  gravity ;  no  previous  or  concurrent  diseases  ;  age 
under  twenty-five,  or  over  fifty -five  years  ;  not  married ;  san- 
guine temperament ;  cheerful,  courageous,  but  docile  disposition. 
Parents  healthy  and  long-lived.  Patient  desires  the  operation, 
and  confidently  expects  to  recover ;  desirable  social  position 
and  external  circumstances. 

2.  Conditions  not  favorable,  but  not  decidedly  the  Reverse. — 
Delicate  constitution ;  previous  diseases ;  suspected  parietal 
adhesions,  if  not  very  extensive,  and  patient  not  very  debili- 
tated ;  ascites,  depending  on  the  ovarian  disease,  and  patient 
not  much  exhausted  ;  several  previous  tappings  of  the  tumor ; 
albuminuria  from  mere  renal  congestion  ;  anasarca,  unless  pro- 
duced by  serious  renal  disease  ;  suppuration  of  the  cyst. 

3.  Conditions  suggesting  an  Unfavorable  Prognosis. — Recent  pe- 
ritonitis, or  important  surgical  operation,  or  inflammation  within 

1  Koeberle,  "  De  l'Ovariotomie,"  p.  82. 

2  I.  B.  Brown  does  not  operate  with  a  dry  skin. 
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the  pelvis ;  a  ay  general  skin-affection  ;  rapid  progress  of  the 
disease  (one  to  two  years) ;  very  robust  general  health ;  great 
prostration  of  same  ;  polycystic  tumor ;  small  size  (middle  of 
the  second  to  beginning  of  third  stage)  ;  thick  abdominal  walls 
(one  and  a  half  to  two  inches) ;  extensive  and  perhaps  pelvic 
adhesions  suspected ;  contents  of  cyst  highly  albuminous ;  de- 
cided emaciation  and  debility ;  melancholic  temperament ;  de- 
sponding, timid,  irritable,  or  indocile  patient ;  she  hesitates  to 
consent  to  the  operation,  and  is  doubtful  of  recovery ;  unde- 
sirable social  position  ;  penury ;  ruptured  cyst,  and  perhaps 
with  peritonitis. 

4.  Conditions  usually  incompatible  with  a  Favorable  Result. — 
The  last  degree  of  emaciation ;  great  prostration,  with  tongue 
and  pulse  as  described  on  page  92  ;  colliquative  diarrhoea  ; 
tubercular,1  or  cancerous  deposit  in  any  part ;  organic  disease 
of  any  important  organ,  Bright' s  disease  especially  ;  patient 
averse  to  having  the  operation  performed ;  utter  despair  of 
recovery. 

II.  PROGNOSTIC  ELEMENTS  DEVELOPED  DURING  THE  OPERATION. 

1.  The  favorable  are — incision  of  medium  length  (not  above 
umbilicus) ;  monocystic  or  oligocystic  tumor ;  no  adhesions,  or 
slight  parietal  adhesions ;  pedicle  long,  and  secured  with  cer- 
tainty ;  haemorrhage  very  slight,  and  very  certainly  arrested ; 
operation  of  short  duration ;  exposure  of  peritoneal  cavity  (less 
than  twenty  minutes) ;  no  vomiting. 

2.  The  unfavorable  are  :  a  very  long  incision  (three  or  four 
inches  above  the  umbilicus)  ;  very  short  incision  (if  there  be  ad-. 
hesions) ;  polycystic  tumor  ;  extensive  adhesions,  of  any  form, 
if  also  vascular ;  especially  those  to  intestines,  liver,  and  spleen, 
and  organs  in  the  pelvis;  any  organs  lacerated  by  force  ap- 
plied to  detach  adhesions ;  much  haemorrhage  from  the  lat- 
ter, and  not  certainly  arrested  permanently ;  pedicle  short,  and 
doubt  of  its  being  perfectly  secured  ;  long  duration  of  opera- 
tion (an  hour  or  more  after  opening  the  abdominal  cavity) ; 
vomiting,  especially  if  the  adhesions  are  quite  vascular.    Blood, 

1  The  fact  should  not  be  overlooked,  that  pressure  of  the  lungs  by  a  very  large 
cyst  may  produce  symptoms  simulating  those  of  tubercular  infiltration,  as  in  one 
of  Mr.  Wells's  cases. 
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ascitic,  or  cystic  fluid,  left  in  the  peritoneal  cavity ;  peritonseum 
not  included  in  the  suture  closing  the  incision.  Kceberle  also 
includes,  as  an  unfavorable  element,  an  inability  on  the  part  of 
the  patient  to  easily  eructate  gas  from  the  stomach.  G-renser 
states  that  adhesions  to  the  vessels  of  the  pelvis  and  to  the  Doug- 
lass '  cul-de-sac  are  always  fatal — a  proposition  I  do  not  accept 
in  its  unqualified  form.  If  the  bleeding  from  detaching  them 
cannot  be  arrested,  of  course  a  fatal  result  occurs,  as  is  often  the 
case  with  adhesions  detached  from  the  liver.  Such  adhesions 
may,  therefore,  sometimes  justify  the  abandonment  of  the  oper- 
ation ;  and,  meanwhile,  we  must  devise  a  better  method  of 
treating  them. 

If  the  operation  is  abandoned  for  any  reason,  prognostic 
probabilities  of  the  case  may  be  deduced  from  the  table  in  the 
section  on  that  subject  (p.  392). 

1  "  De  rOvariotoraie,"  p.  79. 


CHAPTER  VI. 

TREATMENT   AND   ARRANGEMENTS   PEEPAEATOEY   FOK   OVARIOTOMY; 
GENERAL  EEMARK8  UPON,  AND  DESCRIPTION  OF,  THE  OPERATION. 

Some  operators  undertake  the  operation  without  any  regard 
to  the  circumstances  I  am  about  to  specify,  except,  perhaps, 
that  a  laxative  is  given  the  evening  before  it ;  while  others  in- 
sist on  points  which,  to  most,  would  appear  frivolous.  My  own 
impression  is,  that,  in  performing  the  most  formidable  operation 
known  to  surgery,  we  are  bound  to  take  every  possible  pre- 
caution which  commends  itself,  on  rational  grounds,  against  an 
unfavorable  result ;  and  with  this  view  I  shall  consider  sepa- 
rately— 1.  The  preparatory  treatment;  and  2.  The  preparatory 
arrangements  at  the  time  of  the  operation. 

SECTION"  I. 

PEEPAEATOEY   TEEATMENT. 

There  is  a  diversity  of  opinion  in  regard  to  the  amount  and 
the  kind  of  preparatory  treatment.  Dr.  Krassovsky,  of  St.  Pe- 
tersburg, thinks  that  the  time  spent  in  endeavoring  to  improve 
the  patient's  condition  is  generally  lost ;  while  others  attach 
much  importance,  in  cases  of  decided  prostration,  to  a  tonic 
course  of  treatment  for  a  time  before  the  operation.  If  the  case 
presents  the  symptoms  of  the  fourth  stage  (p.  69),  there  is  no 
time  to  be  lost  in  general  treatment. 

But,  if  the  patient  be  merely  ansemic,  or  debilitated,  and  not 
yet  much  exhausted  by  the  progress  of  the  disease — there  being 
at  the  same  time  no  necessity  for  immediate  surgical  action — a 
previous  attempt  should  be  made  to  improve  the  general  con- 
dition ;  and,  to  this  end,  tonics,  nourishing  food,  the  prepara- 
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tions  of  iron,  frictions  of  the  surface,  baths,  and  passive  exercise 
in  the  open  air,  are  important.  If  there  be  oedema  of  the  ab- 
dominal parietes,  tapping  on  the  third  or  fourth  day  before 
the  operation  may  be  judicious,  for  the  purpose  mentioned 
on  p.  347. 

It  is  very  important  to  secure  as  healthy  a  condition  as  pos- 
sible of  the  digestive  organs ;  but,  if  no  medication  is  required 
for  that  purpose,  I  do  not  think  it  necessary  to  make  any  change 
in  the  habits  of  the  patient,  excepting  to  enjoin  quiet  of  mind 
and  body  for  four  or  five  days,  till  the  morning  of  the  day  be- 
fore the  operation.  At  that  time,  I  have  habitually  given  a 
full  dose  of  castor-oil  in  order  to  secure  three  or  four  evacua- 
tions of  the  alimentary  canal  the  day  before  the  operation  (ex- 
pecting no  further  action  for  six  or  seven  days  after  it) ;  and 
meantime,  also,  allowing  only  milk-porridge1  as  nourishment, 
and  securing  sleep  at  all  events  the  night  before  the  operation, 
by  the  use  of  an  opiate  if  required.  I  prefer  the  porridge  be- 
cause it  agrees  with  almost  every  stomach,  whatever  its  condi- 
tion, and  does  not  occasion  any  gas  in  the  intestines.  Thus 
they  are  found  collapsed,  and  do  not  protrude  to  give  trouble 
during  the  operation.  Kceberle  administers  the  subnitrate  of 
bismuth  to  effect  the  absorption  of  the  intestinal  gases.3 

Dr.  "W.  L.  Atlee  administers  "  the  perchloride  of  iron  for 
ten  to  fourteen  days  before  the  operation ;  castor-oil  on  the  pre- 
vious day,  and  opium  the  previous  night,  and  again  one  hour 
before  the  operation." 3 

Dr.  T.  G.  Thomas  advises  the  administration  of  one  grain 
of  opium,  or  its  equivalent  in  some  of  its  preparations,  every 
six  hours  during  the  four  days  preceding  the  operation.4 

I.  B.  Brown  suggests  a  succession  of  warm  baths  for  a  week 
or  ten  days  before  the  operation,  to  secure  a  more  active  state 
of  the  skin,  and  to  prevent  internal  congestion.  He  declines  to 
operate  so  long  as  the  skin  is  dry.  Dr.  Black  gave  acetate  of 
ammonia  for  a  week  previously,  with  the  same  view ;  and  twice 
during  that  week  a  powder  of  hydrarg.  cum  creta  and  ox-gall.6 
The  temperature  of  the  patient  must  be  reduced,  if  too  high 

1  Equal  parts  of  milk  and  water,  boiled  one  hour,  and  thickened  with  flour. 

2  "  Operations  d'Ovariotomie,"  p.  4.  3  Private  letter. 

4  "Diseases  of  Women,"  p.  T31.  5  The  Lancet,  October,  1863,  p.  548. 
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from  febrile  reaction  (101°  to  103°),  before  the  operation,  unless 
due  to  suppuration  of  the  cyst  (p.  77) ;  and  the  urine  should 
also  be  clear. 

SECTION  II. 

PREPARATORY   ARRANGEMENTS. 

Having  engaged,  if  possible,  a  nurse  who  has  had  experience 
in  connection  with  the  operation  of  ovariotomy,  we  have  next  to 
consider  the  time,  the  place,  state  of  the  atmosphere,  the  prepa- 
ration of  the  apartment,  and  of  the  patient  herself : 

1.  The  most  favorable  time  in  the  year  excludes  both  the 
coldest  and  the  hottest  season.  In  regard  to  the  menstrual 
cycle,  the  operation  should  not  be  performed  under  four  days 
after  it,  nor  less  than  eight  or  ten  before  it.  The  best  time  of 
day  for  this  and  other  severe  operations  is  soon  after  noon ;  at 
such  time  that  it  may  be  finished  by  the  daylight,  and  that  re- 
action may  be  established  before  the  usual  time  of  sleep  for  the 
patient.  I  prefer  the  hour  of  one  or  two  o'clock  p.  m.,  both  on 
this  account,  and  because  the  patient  should  not  have  taken  any 
nourishment  for  four  or  five  hours  before  the  operation.  Sev- 
eral of  Kceberle's  operations  were  performed  at  ten  a.  m.,  and 
Mr.  "Wells  has  sometimes  operated  even  at  nine  a.  m.1 

2.  Place  of  the  Operation. — The  country  is  more  favorable  than 
the  city.  But  a  change  is  often  advantageous  from  the  city  to 
the  country,  or,  in  the  cooler  seasons,  vice  versa.  If  in  the 
city,  the  operation  should  be  performed  at  a  private  residence, 
a  private  hospital,  or  a  small  public  hospital,  with  arrangements 
expressly  for  this  operation  ;  but  never  in  a  large  hospital,  un- 
less in  a  room  completely  isolated  from  the  rest  of  the  estab- 
lishment. The  want  of  success  of  ovariotomy  in  the  large  Lon- 
don and  Parisian  hospitals  has  been  shown  not  to  be  due  to  a 
want  of  operative  skill,  but  to  the  unfavorable  influences  of  the 
hospital  arrangements.  This  is  now  so  well  understood,  that 
no  surgeon  operates  unless  the  patient  is  isolated,  as  just  sug- 
gested. 

Mr.  Bryant,  of  Guy's  Hospital,  first  demonstrated  how  much 
can  be  done  even  in  a  large  public  institution,  by  imitating,  so 
far  as  possible,  the  conditions  of  a  private  residence ;  having 

1  E.  g.,  case  of  August  30,  1866. 
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thus  saved  six  out  of  ten  patients.1  In  the  report  of  Mr.  Bry- 
ant's cases  to  the  London  Obstetrical  Society,  in  February, 
1864,  he  stated  that  he  excluded  the  students,  and  placed  those 
who  were  admitted  to  the  patients  under  a  sort  of  quarantine. 
~No  visitors  were  admitted ;  and  a  special  and  intelligent  nurse 
was  continually  with  the  patient. 

In  the  discussion  which  followed,  Mr.  I.  B.  Brown  objected 
to  the  exclusion  of  the  students,  and  stated  that  fifty  or  sixty 
spectators  witnessed  his  operations  at  the  "Home,"  without 
any  ill  effects.  Mr.  Wells  maintained  that  Mr.  Bryant's  suc- 
cess proved  nothing  in  favor,  in  a  general  way,  of  large  public 
hospitals  for  ovariotomy,  since  he  had  set  aside  all  their  pe- 
culiar arrangements,  and  imitated  those  of  the  smaller  estab- 
lishments. All  the  operations  were  also  performed  by  one 
operator.  Ovariotomy,  even  more  than  any  other  operation, 
demands  an  experienced  operator,  and  Mr.  Bryant  had  had 
better  success  in  his  latter  than  in  his  first  attempts.  All  the 
other  capital  operations  would  also  succeed  much  better,  if 
managed  with  the  care  bestowed  by  Mr.  Bryant  upon  the  cases 
he  had  reported.2 

I  also  add  that  the  operation  must  be  deferred  if  there  be 
any  contagious  disease  or  any  epidemic  prevailing  in  the  hospi- 
tal at  the  time.  Mr.  Wells,  in  the  last  quarter  of  1868,  lost  ten 
patients  out  of  twelve  in  succession ;  four  of  them  out  of  five 
cases  at  the  Samaritan  Hospital.  Finding  that  a  similar  in- 
creased mortality  was  obtaining  in  the  practice  of  other  London 
surgeons,  he  refused  for  a  time  to  operate  upon  any  but  the 
most  urgent  cases ;  and  then  resumed  with  his  usual  suc- 
cess.3 

This  last  precaution  must  also  be  taken,  even  if  the  opera- 
tion be  performed  in  the  country ;  especially  if  peritonitis,  ery- 
sipelas, phlebitis,  or  dysentery,  is  prevailing,  or  if  the  operator 
had  made  an  autopsy  of  a  patient  who  died  of  either  of  these 
diseases.  Dr.  W.  T.  Smith  is  of  opinion  that  the  peritonitis  fol- 
lowing ovariotomy  is  most  frequently  produced  by  malarious  in- 
fluences, and  not  by  any  thing  inherent  in  the  operation  itself; 
and  that  it  is,  therefore,  preventable  to  a  very  great  extent.  He 

1  "  Obstetrical  Transactions,"  vol.  vi.,  pp.  35-63.  2  Ibid.,  p.  61. 

3  "  Medico-Chirurgical  Transactions,"  vol.  lii.,  p.  205. 
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suggests  that  it  is  akin  to  puerperal  fever,  and  perhaps  subject 
to  similar  laws. 

3.  The  state  of  the  atmosphere  (the  weather)  at  the  time  should 
also  be  considered.  The  day  should  be  bright  and  clear — at  any 
rate,  not  a  stormy  day,  nor,  in  this  latitude,  with  the  wind  from 
the  northeast.  Dr.  F.  Bir4  insisted  that  the  atmosphere  of  the 
apartment  should  be  maintained  at  a  temperature  of  78°  to  80° 
(Fahr.),  and  be  kept  moist,  also,  by  the  evaporation  of  water. 
Dr.  Clay  attributes  much  of  his  success  to  these  two  precau- 
tions, and  Dr.  Atlee  also  adopts  them ;  while  Mr.  Wells  and 
Dr.  Tanner  think  them  unimportant.  I.  B.  Brown  thinks 
favorably  of  them,  if  the  operation  is  to  be  prolonged — a  point 
we  can  never  settle,  however,  beforehand.  They  certainly 
commend  themselves  on  rational  grounds,  as  elements  of  suc- 
cess, though  not  essential  in  every  instance.  The  peritonaeum 
is  naturally  warm  and  moist,  and  it  is  difficult  to  realize  that 
the  patient  is  just  as  safe  if  it  become  cold  (even  chilled, 
perhaps),  or  dry,  or  both,  when  the  peritoneal  cavity  is 
opened. 

Mr.  Solly,  however,  thought  this  precaution  of  no  impor- 
tance,1 since  it  is  not  possible,  in  this  way,  to  keep  the  perito- 
naeum up  to  its  natural  temperature  of  98° ;  as  if  a  temperature 
of  60°  is  as  well,  for  that  membrane,  as  of  80°,  for  a  half-hour, 
or  even  two  hours,  perhaps.  Dr.  D.  Lloyd  Roberts  thinks  a  tem- 
perature of  64°  is  best.  1  prefer  a  temperature  of  at  least  75°. 
But,  of  course,  the  high  temperature  and  the  moisture  are  not 
required  before  the  peritoneal  cavity  is  laid  open,  nor  after  the 
incision  is  closed ;  and  the  air  may  freely  enter  the  room  up  to 
five  minutes  before  the  cavity  is  opened.  As  soon  as  the  inci- 
sion is  closed,  the  air  is  again  admitted,  and  a  temperature  of 
but  68°  to  70°  is  to  be  maintained. 

4.  The  Apartment — This  should  be  large  and  airy,  quiet,  and 
well  ventilated.  Thorough  ventilation  is  of  the  utmost  impor- 
tance. Mr.  Wells  attributed  his  success  very  much  to  the  fact 
that  he  keeps  a  window  of  the  room  constantly  open,  after  the 
operation,  irrespective  of  the  season  of  the  year. 

5.  Artificial  Serum. — Among  the  arrangements  for  the  opera- 
tion I  also  include  the  artificial  serum,  first  used  by  me  in  Feb- 

1  London  Medical  Gazette,  July  17,  1846. 
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ruary,  1855. l  It  is  intended  to  imitate  the  natural  secretion  of 
the  peritonaeum,  and  is  kept  at  a  blood-heat,  and  used  to  thor- 
oughly moisten  the  operator's  hands  before  they  are  introduced 
into  the  peritoneal  cavity. 

6.  Dress  of  the  Patient. — Before  being  placed,  upon  the  ta- 
ble, the  patient  is  to  be  warmly  dressed  in  flannel  throughout, 
of  course  including  drawers  and  stockings.  Extra  pieces  of 
flannel,  and  a  good  supply  of  towels,  basins  for  warm  and  cold 
water,  and  a  tub  to  receive  the  fluids,  are  required  for  use  dur- 
ing the  operation. 

7.  Dr.  Simpson  describes  a  table  appropriate  to  this  operation. 
"We  only  need  a  strong  one,  of  proper  height,  four  feet  long, 
and  about  twenty  inches  wide,  covered  with  a  folded  counter- 
pane and  an  India-rubber  cloth,  and  provided  with  pillows. 
I.  B.  Brown  uses  flannel  blankets  to  absorb  the  fluid  from  the 
peritoneal  cavity,  as  well  as  to  cover  the  patient  during  the 
operation,  if  required.  Dr.  Tyler  Smith  also  uses  warm  blan- 
kets to  keep  the  intestines  from  protruding  during  the  opera- 
tion. For  the  former  purpose  I  consider  soft  sponges  far  prefer- 
able. Mr.  Wells  prefers  to  perform  the  operation  on  the  same 
bed  which  the  patient  is  to  occupy  after  it,  in  order  to  avoid  all 
movements  which  might  compromise  its  success.  It  is,  how- 
ever, very  difficult  to  prevent  the  bed  from  getting  wetted  by 
the  fluid  from  the  cyst  or  the  peritoneal  cavity ;  and,  in  this 
country,  I  have  always  seen  the  patient  placed  in  a  bed  in  the 
same  room,  after  being  removed  from  the  table. 

8.  In  regard  to  the  instruments  and  apparatus  to  be  had  in 
readiness  for  the  operation,  different  operators  differ  much. 
Boinet  enumerates  them  under  no  less  than  thirty-six  heads.2 
Dr.  Atlee,  on  the  contrary,  avoiding  all  parade,  is  remarkable 
for  performing  his  operations  with  a  very  few  instruments.  The 
following  should  be  ready  in  a  complicated  case : 

Two  or  three  scalpels,  or  bistouries,  with  fixed  handles. 
Dissecting  and  artery  forceps,  dressing  forceps,  hooked  for- 
ceps ;  forceps  for  twisting  silver  wire,  etc. 
A  grooved  director. 

1  Composed  of  chloride  of  sodium,  3  iv. ;   albumen  (white  of  eggs),   3  vi. ;  water, 
0  iv.— American  Journal  of  Medical  Sciences,  January,  1856,  p.  52. 

2  Pages  374-376. 


PREPARATORY  ARRANGEMENTS.  403 

Scissors,  straight  and  curved. 

A  tenaculum. 

Carbolized  silk  thread  for  ligatures ;  silver  or  iron  wire  for 
sutures. 

Two  trocars,  common  form  ;  Mr.  Wells's  trocar. 

A  clamp,  eci^aseur,  and  actual  cautery. 

Needles  of  various  kinds,  to  carry  the  ligatures  and  sutures. 

Long  steel  pins  for  interrupted  sutures,  if  required. 

Several  fine  new  sponges,  of  various  sizes,  very  carefully 
prepared. 

Steel  male  sound  No.  10,  to  explore  for  adhesions. 

Adhesive  plaster  (one  yard). 

Solution  of  persulphate  or  perchloride  of  iron. 

Sulphuric  ether,  chloroform,  or  bichloride  of  methyl. 

Flannel  bandage,  and  compresses. 

Oiled  silk  or  rubber  cloth. 

Female  catheter. 

Wire  retractors. 

Uterine  sound. 

9.  Station  and  Duties  of  Assistants. — Every  preparation  being 
made,  the  patient  is  placed  upon  the  table,  and  the  surgeon  as- 
signs to  each  assistant  his  position,  and  the  part  he  is  expected  to 
perform ;  and  three  are  needed  in  most  cases,  in  addition  to  him 
who  administers  the  ansesthetic.  On  one  occasion,  however,  I 
have  seen  Mr.  Wells  operate  with  but  a  single  assistant.  Dr. 
Krassovsky  employs  five  assistants,  and  places  them  as  follows : ' 

"  The  first,  near  the  knife  of  the  operator ;  on  him  lies  the 
principal  duty.  He  follows  each  movement  of  the  surgeon,  and 
fulfils  all  his  orders,  as — 1.  Dries  the  wound  during  the  incision 
of  the  abdominal  walls  ;  2.  Places  the  ligature  on  bleeding 
vessels,  adhesions,  bundles  of  the  omentum  ;  3.  Raises  (if  neces- 
sary) the  peritonaeum,  on  its  being  laid  open  ;  4.  On  the  intro- 
duction of  the  trocar  through  the  cystic  walls,  he  applies  and 
ties  the  tape ; a  5.  Supports  the  cyst  on  its  being  brought  out ; 
6.  Replaces  the  intestines  or  omentum  in  case  they  fall  out ;  ap- 
plies the  sponge  when  necessary ;  Y.  Helps  to  apply  sutures  to 
the  wound,  to  dress  the  latter,  etc.  He  places  himself  on  the 
left  side  of  the  patient,  face  to  face  with  the  operator ;  near  him 

1  Edinburgh  Medical  Journal,  December,  186V,  p.  541.     2  As  explained  in  Sec.  III. 


404  OVARIAN   TUMORS  AND   OVARIOTOMY. 

stands  the  surgeon's  dresser,  to  whose  care  are  left  clean  sponges, 
kept  in  hot  water. 

"  The  second  supports  the  abdomen  from  above.  He  is  placed 
on  the  right  side  of  the  patient,  near  her  chest,  and  places  both 
palms  of  his  hands  on  the  abdomen  in  such  a  manner  that  the 
thumbs  lie  above  the  navel,  their  extremities  touching  or  over- 
lapping each  other,  and  the  forefinger  parallel  to  the  linea  alba. 
He  retains  the  abdomen  and  cyst  immovable  in  a  given  posi- 
tion ;  this  is  especially  of  importance  in  those  cases  where  the 
abdomen  is  not  equally  distended  or  the  cyst  is  small.  During 
the  evacuation  of  the  cyst,  and  especially  during  the  extraction 
of  the  latter,  he  watches  the  falling  out  of  the  intestines,  and, 
should  this  happen,  immediately  leaves  hold  and  raises  the  edge 
of  the  wound,  and  the  operator  or  first  assistant  replaces  the 
viscera.     With  the  removal  of  the  cyst  his  office  finishes. 

"  The  third  assistant  supports  the  abdomen  from  below.  He 
places  himself  on  the  left  side  of  the  patient,  near  the  pelvis. 
His  offices  are  seldom  required  during  the  incision  of  the  ab- 
dominal cavity.  In  case  of  any  serous  fluid  escaping  on  laying 
open  the  abdominal  cavity,  he  collects  it  in  a  jar  or  on  a  sponge. 
During  puncture  of  the  cyst  he  collects  the  fluid  that  runs 
through  the  canula  of  the  trocar ;  his  principal  office,  however, 
commences  when  the  first  assistant  is  occupied  in  supporting  the 
extracted  sac  of  the  cyst,  with  the  rest  of  its  contents ;  here  he 
in  some  way  fulfils  the  duties  of  the  former. 

"  The  fourth  superintends  the  instruments. 

"  The  office  of  the  fifth  assistant  is  to  have  the  cauteries 
ready  in  time." 

The  anaesthetic  is  now  administered,  and  its  effect  kept  up 
during  the  operation  within  the  point  of  narcosis  indicated  by 
stertorous  respiration,  as  I  have  already  insisted. 

SECTION  III. 

GENERAL   REMARKS   ON   THE    OPERATION   OF   OVARIOTOMY. 

With  the  exception  of  the  comparatively  very  rare,  uncom- 
plicated cases,  ovariotomy  is  the  most  formidable  and  some- 
times the  most  difficult  operation  the  surgeon  ever  attempts ; 
and  he  can  never  be  sure,  in  advance,  that  no  complications 
exist.     "  He  who  undertakes  it,"  says  M.  Caternault,  "  must  be 
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on  the  alert,  and  hold  himself  ready  for  every  event.  It  is  here, 
especially,  that  he  must  possess  extended  anatomical  knowledge, 
a  quick  and  accurate  sight,  quick  conception,  a  firm  resolution, 
and  an  imperturbable  sang  froid.  For  at  the  moment  when 
you  open  the  abdomen,  you  step  you  know  not  where  ;  and,  be 
on  your  guard  !  the  scene  may  become  the  most  dramatic,  the 
most  frightful,  even  to  those  accustomed  to  witness  the  most 
formidable  operations  of  surgery  ;  and  forget  not  that  the  least 
mistake,  a  simple  oversight,  may  compromise  and  lose  all." ' 
"  Equally  faulty  in  fact  and  in  tendency,"  said  Mr.  Walne,  "  is 
the  suggestion  that  the  operation  itself  is  necessarily  one  of  easy 
performance,  requiring  little  anatomical  knowledge  or  skilful 
surgical  adroitness." 2 

Fehr  remarks  that  ovariotomy  is  not  a  very  difficult  opera- 
tion, but  demands  presence  of  mind,  calmness,  and  deliberation.3 
But  the  most  complicated  cases  require,  as  Kceberle  remarks, 
"  the  greatest  coolness,  and  the  most  extended  surgical  knowl- 
edge, joined  with  the  greatest  dexterity." 4  "  The  broad  prin- 
ciple," says  Mr.  Southam,  "  that  serious  operations  should  be 
undertaken  only  by  surgeons  who  possess  in  a  high  degree  tact 
in  diagnosis,  judgment  in  the  selection  of  proper  subjects  for 
operation,  and  medical  skill  in  conducting  the  preliminary  and 
after  treatment,  of  course  applies  to  the  measure  under  consid- 
eration." 6  And  I  have  shown  that  the  rigid  application  of 
this  principle  is  in  no  other  operation  so  necessary  as  in  ova- 
riotomy. Dr.  Keith  remarks  that  "  this  is  the  last  operation 
to  be  undertaken  by  any  but  those  whose  daily  work  it  is  to 
stop  bleeding  and  close  wounds." 6 

I  make  these  quotations  for  the  benefit  of  those  who,  though 
never  aspiring  to  perform  the  common  operations  of  surgery, 
are  deluded,  by  the  simplicity  of  this  operation  and  the  rapidity 
of  recovery  in  the  most  favorable  cases,  to  attempt  to  play  the 
ovariotomist,  and  also  refer  such  to  the  remarks  of  the  father 
of  ovariotomy,  on  p.  240). 

1  Boinet,  p.  373. 

2  Report  of  his  third  case  ;  London  Medical  Gazette,  October  6,  1843,  p.  54 ;  see 
also  p.  278  of  this  work. 

3  Op.  cit.  i  "  De  1'Ovariotomie,"  p.  86. 

6  Report  of  his  second  case,  London  Medical  Gazette,  May  22,  1846,  p.  916. 
6  Correspondence,  January  22,  1872. 
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Drs.  McDowell,  Nathan  Smith,  Charles  Clay,  "W.  L.  Atlee, 
and  G.  Kimball,  Mr.  Wells,  M.  Kceberle,  and  Dr.  Keith,  were 
all  familiar  with  surgical  practice  before  they  performed  their 
first  ovariotomy  ;  and  the  same  may  be  said  in  general  of  all 
who  have  succeeded  in  this  department  of  surgery. 

But  delicacy  of  manipulation,  perfect  neatness,  cautiousness, 
and  care,  are  also  demanded.  Hence  many  surgeons  of  ex- 
perience fail  here. 

The  patient  being  placed  in  the  proper  position,  the  opera- 
tion includes  the  following  procedures  : 

1.  Make  the  incision  into  the  peritoneal  cavity. 

2.  Explore  for  adhesions. 

3.  Tap  the  cyst,  if  it  can  thus  be  much  diminished. 

4.  Detach  the  adhesions. 

5.  Constrict  the  pedicle,  and  remove  the  tumor. 

6.  Examine  the  other  ovary,  and  treat  it  as  required. 

7.  Cleanse  the  peritoneal  cavity  of  blood,  or  ascitic  or  cystic 


fluid. 


Close  the  incision. 

Apply  the  proper  dressings,  and  place  the  patient  in  bed. 


Various  positions  of  the  patient  during  the  operation  have 
been  adopted  by  different  operators.  Mr.  Csesar  Hawkins  first 
placed  his  patient  in  a  sitting  or  semi-recumbent  position,  till 
the  fluid  is  mostly  out  of  the  cyst,  and  then  in  the  horizontal, 
to  prevent  fainting  and  prolapse  of  the  intestines.1  It  is  also 
adopted  by  Dr.  Tyler  Smith,  Mr.  Bryant,  Dr.  G.  Hewitt,  and 
Speigelberg,  on  the  ground  that  it  favors  a  free  escape  of  the 
ovarian  fluid.  But  it  also  renders  almost  unavoidable  a  pro- 
lapse of  the  intestines,  which  may  result  fatally,  as  Grenser  has 
stated ; 2  and  besides  predisposes  to  syncope,  which  in  a  debili- 
tated subject  is  to  be  specially  guarded  against.  Nussbaum  ad- 
vocates a  lateral,  almost  abdominal,  position. 

Ear  better,  in  the  opinion  of  almost  all  operators,  is  the  posi- 
tion upon  the  back  ;  where  I  should  keep  the  patient  till  the 
moment  arrives  for  lifting  the  tumor  from  the  abdominal  cavity. 
She  is  then  turned  upon  the  side  on  which  the  tumor  is  attached, 
wThen  it  falls  out  mainly  by  its  own  weight,  which  must,  how- 

1  London  Medical  Gazette,  October  23,  1846,  p.  738.  2  Page  33. 
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ever,  be  supported,  lest  it  tear  the  pedicle,  as  in  the  fourth  case 
of  Dr.  Tyler  Smith.1  Mr.  Hutchinson  first  suggested  this  change 
of  position  ;  but  he  turned  the  patient  to  the  side  opposite  to 
the  attachment. 

The  operation  itself  also  varies  somewhat  in  its  details  as 
performed  by  different  ovariotomists.  I  shall  first  rapidly  give 
what  I  conceive  to  be  the  best  general  method  as  a  whole,  being 
a  modification  of  that  of  Mr.  "Wells  as  stated  by  Dr.  H.  Vegas  ; 2 
and  shall  then  discuss  each  of  the  successive  stages  of  the  opera- 
tion in  detail. 

SECTION  IV. 

GENEEAL  METHOD  OF  OPEEATION. 

1.  The  incision  is  made  in  the  median  line  ;  may  commence 
just  below  the  umbilicus,  and  should  not  terminate  more  than 
one  and  one-half  inch  above  the  symphysis  pubis.  It  may  be 
extended  upward  to  the  left  of  the  umbilicus  and  along  the  me- 
dian line  as  far  as  may  be  necessary  to  expose  the  tumor  and 
detach  the  adhesions.  A  large  empty  cyst  may  be  removed 
through  an  incision  three  inches  long,  and  one  of  five  inches  is 
ample  for  the  removal  of  very  large  non-adherent  tumors,  if  each 
cyst  is  drawn  out  separately  after  being  evacuated,  or  if  groups 
of  small  cysts  are  thus  withdrawn  without  being  emptied. 

2.  All  bleeding  from  the  incision  must  be  arrested  before 
the  peritoneal  cavity  is  opened. 

3.  If  the  ovarian  tumor  is  surrounded  by  ascitic  fluid,  a 
certain  amount  may  be  allowed  to  escape ;  but  the  tumor  should 
be  pressed  forward  by  the  assistant  in  order  to  retain  most  of 
the  fluid  for  the  protection  of  the  intestines,  to  the  last  moment. 
If  adhesions  exist,  independently  of  ascites,  between  the  tumor 
and  the  abdominal  parietes,  they  should  be  carefully  separated 
with  the  hand  while  the  cyst  is  yet  distended  ;  and  with  great 
care  not  to  rupture  it.  Adhesions  to  the  intestines  and  the 
omentum  should  be  left  till  the  cyst  is  evacuated,  and  thus  the 
adherent  viscera  can  be  seen. 

4.  As  soon  as  the  parietal  adhesions  are  detached,  the  cyst 
should  be  tapped.  As  the  fluid  escapes,  and  the  cyst  becomes 
flaccid,  the  latter  should  be  drawn  out  by  a  hook,  or  upon  the 

1  "  Obstetric  Transactions,"  vol.  iii.,  p.  51.  2  Op.  cit.,  pages  104-108. 
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canula,  or  forced  out  by  pressure  from  the  peritoneal  cavity,  to 
prevent  the  fluid  from  falling  into  the  latter. 

5.  While  the  cyst  is  being  drawn  out,  an  assistant  also  keeps 
the  parietes  of  the  abdomen  accurately  pressed  against  it,  to  pre- 
vent the  last-mentioned  accident,  and  the  viscera  from  escaping. 
When  the  smaller  cysts  are  drawn  to  the  opening,  they  are 
evacuated,  either  by  pushing  the  trocar  again  through  the  canu- 
la and  into  them,  or,  better  still,  by  passing  the  hand  into  the 
cyst  first  emptied,  and  crushing  them,  while  the  other  hand  is 
drawing  out  the  mass. 

6.  If  the  latter  is  solid,  or  semi- solid,  and  too  large  to  pass 
through  the  incision,  it  should  be  carefully  elongated,  as  may  be 
necessary. 

7.  If,  while  the  tumor  is  being  withdrawn,  the  omentum, 
the  mesentery,  or  the  intestines,  are  seen  to  be  adherent  to  it, 
the  adhesions  should  be  cautiously  detached  by  the  fingers,  or 
divided  by  the  scalpel,  or  by  scissors.  If  the  intestine  adheres 
so  firmly  that  it  cannot  be  separated  without  danger,  the  adhe- 
rent portion  of  the  cyst  should  be  cut  out,  and  left  attached  to 
the  intestine,  but  its  internal  secreting  membrane  should  be 
removed. 

8.  Every  portion  of  detached  omentum  should  be  most  care- 
fully examined,  to  see  that  no  bleeding  vessel  is  returned  into 
the  peritoneal  cavity.  Every  portion  which  seems  much  al- 
tered, or  has  been  torn,  should  be  cut  off,  and  torsion  or  a  liga- 
ture be  applied  to  every  bleeding  vessel.  If  a  ligature  is  used, 
the  ends  may  be  brought  out  through  the  incision,  or  cut  short 
and  left  with  the  omentum.  It  may  include  no  portion  of  the 
latter,  except  the  bleeding  vessel — or  the  whole  mass  which  is 
to  be  cut  off. 

9.  When  the  tumor  is  entirely  withdrawn  from  the  abdomi- 
nal cavity,  it  must  be  carefully  supported,  or  its  weight  may 
tear  the  pedicle,  as  in  Dr.  T.  Smith's  case  above  alluded  to. 
The  pedicle,  varying  in  length  and  thickness,  but  always  con- 
taining blood-vessels  of  considerable  size,  is  at  first  conveniently 
constricted  by  a  temporary  clamp,  very  near  its  junction  with 
the  tumor.  Then  the  tumor  may  be  cut  away,  care  being  taken 
to  place  the  oiled  silk  and  the  sponges  so  as  to  prevent  the 
ovarian  fluid  from  entering  the  peritoneal  cavity. 
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10.  Next,  the  edges  of  the  incision  are  separated,  and  the 
opposite  ovary  is  examined.  If  it  be  diseased,  it  is  drawn  out, 
its  pedicle  treated,  and  the  ovary  cut  away ;  if  not,  it  is  left  un- 
disturbed. 

11.  Next,  the  pedicle  is  permanently  disposed  of.  If  the 
clamp  already  applied  does  not  drag  too  much,  it  may  be  left 
lyiug  across  the  incision.  But  it  will  sometimes  be  better  to 
treat  the  pedicle  finally  with  a  ligature,  and  remove  the  clamp. 
Just  below  the  clamp,  the  pedicle  is  pierced  by  a  needle  armed 
with  a  double  ligature,  and  each  half  of  this  is  tightly  tied 
around  one-half  of  the  pedicle.  Or,  if  the  pedicle  is  very  broad, 
it  may  be  tied  in  more  than  two  portions.  The  smaller  the  por- 
tion included  by  each  ligature,  and  the  more  tightly  it  is  drawn, 
the  more  rapid  their  subsequent  separation  in  case  the  ligatures 
are  brought  out  through  the  incision.  After  the  latter  are  care- 
fully applied,  the  clamp  is  removed,  and  any  remaining  por- 
tion of  the  cyst  is  cut  away.  But  care  must  be  taken  to  leave 
enough  above  the  ligature,  that  it  do  not  slip  off. 

Instead  of  the  preceding  method,  the  ligature  may  have 
been  a23plied  at  once,  instead  of  the  temporary  clamp.  The  va- 
rious methods  of  treating  the  pedicle  will  be  considered  in  the 
next  chapter.  If  it  be  short,  some  other  method  than  the  use 
of  the  clamp  must  be  resorted  to  in  every  case. 

12.  Careful  search  is  next  made  for  any  bleeding  vessel  on 
the  surface  whence  adhesions  have  been  detached,  and  which 
must  be  controlled.  Blood,  ascitic  or  cystic  fluid,  in  the  abdo- 
men or  in  the  pelvis,  should  be  carefully  removed  by  soft 
sponges,  wet  with  water  at  96°  to  98°  Fahr.  (28°  or  29°  Cent.). 

13.  Independently  of  the  manner  of  treating  the  pedicle, 
the  incision  is  finally  closed  by  carrying,  through  the  whole 
thickness  of  the  abdominal  wall,  sutures  of  strong  silk,  or  of 
wire,  one  half-inch  apart.  Each  suture  should  include  both  the 
skin  and  the  peritonaeum,  the  former  for  about  half  an  inch,  on 
each  side  of  the  incision,  so  that,  when  the  opposite  surfaces 
are  brought  together,  two  surfaces  of  peritonaeum  may  be  in 
immediate  contact.  If  the  sutures  fail  to  bring  the  edges  of  the 
skin  into  contact  at  any  point,  silk  sutures  penetrating  the  skin 
only  may  be  at  those  points  applied. 

14.  Compresses  are  applied  to  the  abdomen  (I  first  apply 
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adhesive  plaster,  as  explained  in  the  next  chapter),  and  around 
all  a  flannel  bandage ;  the  patient  is  washed  as  required,  and 
placed  in  a  warm  bed,  between  flannel  blankets,  with  a  rubber 
bag,  containing  hot  water,  at  her  feet.  It  is  important  to  se- 
cure a  prompt  reaction,  and  to  maintain  a  considerable  degree 
of  diaphoresis,  for  the  first  three  or  four  days. 


CHAPTER  VII. 


HISTORY   AND   PRACTICAL   DETAILS    OF   THE    SEVERAL    STAGES   OF 
THE   OPERATION   OF   OVARIOTOMY. 

Although  oophorectomy  has  been  so  frequently  performed 
during  the  past  few  years,  there  are  still  much  difference  of  opin- 
ion and  diversity  of  practice  in  respect  to  the  details  of  the 
operation  itself.  I  proceed  first  to  state,  as  briefly  as  possible, 
what  has  been  done  ;  and  then  to  give  my  own  conclusions  re- 
specting the  operative  details,  as  rationally  based  upon  the  ag- 
gregate experience  of  ovariotomists  up  to  the  present  time. 

SECTION  I. 

THE     INCISION. 

1.  Its  Site. — It  has  been  shown  (p.  237)  that  the  incision,  in 
the  first  ovariotomy  ever  performed  (1809),  was  made  three 
inches  outside  of,  and  parallel  to,  the  left  rectus  muscle,  and  nine 
inches  in  length.  In  his  second  case,  also,  Dr.  McDowell 
adopted  the  same  site  for  his  incision ;  while,  in  the  third,  he 
operated  in  the  linea  alba.  This  was  probably  done  in  all  his 
subsequent  operations ;  and,  in  one  performed  in  1823,  the  in- 
cision is  reported  to  have  extended  through  its  entire  length.1 

Dr.  Nathan  Smith,  as  has  been  stated  (p.  241),  operated 
(1821)  in  the  linea  alba.  Dr.  W.  L.  Atlee,  in  1849,  made  an 
incision,  in  a  successful  case,  seventeen  inches  long,  from  the 
symphysis  pubis  to  the  crest  of  the  right  ilium.3  Dr.  Mercier 
made  an  incision  nine  inches  long,  from  the  "  lower  ribs  to  the 

1  Dr.  Bradford's  Report,  p.  50. 

2  American  Journal  of  Medical  Sciences,  1849,  1855. 
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external  edge  of  the  rectus  muscle."  *  Dr.  Dorsey  made  a  trans- 
verse incision  in  the  left  side,  six  inches  long,  in  which  termi- 
nated a  vertical  incision  of  eight  inches.2 

Buhring,  of  Berlin,  in  1843,  made,  in  a  fatal  case,  an  inci- 
sion at  the  outer  border  of  the  external  oblique,  on  the  right 
side,  from  the  false  ribs  to  the  crest  of  the  ilium.3  Dr.  Hart- 
mann  made  an  incision  five  inches  long,  parallel  with  Poupart's 
ligament.4 

Mr.  Lizars,  in  182-4,  in  a  case  of  no  tumor  at  all  (p.  267), 
made  an  incision  "  parallel  with  and  to  the  left  side  of  the  linea 
alba,  about  two  inches  from  the  ensiform  cartilage,  to  the  crista 
of  the  pubes.6 

Mr.  R.  C.  King,  in  1836,  made  a  vertical  incision,  seven  or 
eight  inches  long,  to  the  right  of  the  umbilicus,  and  another,  four 
inches  long,  extending  from  this  at  a  right  angle  toward  the 
spine.  ~No  tumor  was  found,  but  the  patient  recovered.  In 
another  case  he  made  an  incision  three  inches  long  in  the  linea 
semilunaris  of  the  left  side.6 

At  the  present  time  all  operate,  I  think,  in  the  linea  alba, 
with  the  exception  of  Dr.  H.  R.  Storer,  who  prefers  to  make 
the  incision  through  one  of  the  recti  muscles.7 

2.  Length  of  the  Incision. — In  the  first  case  of  ovariotomy, 
Dr.  McDowell  made  an  incision  nine  inches  long,  and  operated 
in  a  similar  manner  in  the  second.  In  his  third  case  he  first 
made  an  incision  from  a  point  "  an  inch  below  the  umbilicus  to 
within  an  inch  of  the  os  pubis,"  and,  finding  he  could  not  re- 
move the  tumor,  then  prolonged  it  to  the  right  of  and  two 
inches  above  the  umbilicus.  He  announced  the  principle  of 
this  step  of  the  operation  in  the  following  words  :  "  My  inci- 
sions were  always  so  free  and  extensive  that  I  always  performed 
every  part  of  the  operation  by  sight."  8  In  one  of  his  cases, 
finding  the  cyst  could  not  be  removed  through  an  incision  ex- 

1  New  Orleans  Medical  and  Surgical  Journal,  1859. 

2  Ohio  Medical  and  Surgical  Journal,  1859. 

3  "  Heilung  der  Eierstocksgeschwiilste,"  1848. 

4  Monatsschrift  fur  Geburtshulfe,  1856. 

5  Edinburgh  Medical  and  Surgical  Journal,  October,  1824,  p.  267. 

6  Referred  to  by  Mr.  Wells  in  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  554. 

7  American  Journal  of  Medical  Sciences,  January,  1866. 

8  Eclectic  Repertory,  October,  1819,  p.  546. 
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tending  from  the  sternum  to  the  symphysis  pubis,  he  tapped 
it,  and  then  removed  it.  This  was  in  1823.  The  patient  re- 
covered.1 

Dr.  Nathan  Smith,  in  1821,  being  unaware  that  ovariotomy 
had  ever  been  performed,  decided  to  operate  on  a  case  of 
ovarian  cyst  as  follows  : 

1.  To  make  an  incision  three  inches  long,  and  expose  the 
cyst. 

2.  To  evacuate  it  (it  having  already  burst  three  times),  and 
draw  it  out  through  the  incision. 

3.  To  ligate  the  pedicle,  remove  the  cyst,  cut  the  ligatures 
close  to  the  knots,  and  close  the  incision  throughout. 

This  he  successfully  accomplished  on  the  5th  of  July,  1821, 
and  published  the  case  both  in  this  country  3  and  in  Europe,3  in 
1822. 

But  neither  at  home  nor  abroad  was  the  principle  of  Dr. 
Smith's  operation  appreciated.  In  this  country,  however,  the 
medium  incision  of  Dr.  McDowell  (six  to  nine  inches)  was 
generally  adopted,  if  found  sufficiently  long,  till  1848,  when 
the  influence  of  Dr.  Charles  Clay  in  favor  of  the  long  incision 
began  to  be  decidedly  felt.  Soon,  however,  the  general  opin- 
ion fell  back  upon  the  original  idea  of  Dr.  McDowell  "  to  per- 
form every  part  of  the  operation  by  sight,"  and  the  use  of  an 
incision  long  enough  for  that  purpose,  but  after  the  cyst  had 
been  diminished  so  far  as  possible  by  tapping. 

In  Europe,  however,  an  idea  was  acted  upon  at  first  which 
did  not  originate  here.  Chrysmar,  who  first  performed  ovari- 
otomy in  Europe,  in  May,  1819,  extended  his  incisions  in 
his  three  cases  reported  by  Dr.  Hopfer  (p.  309)  from  the  ster- 
num to  the  symphysis  pubis.  Mr.  Lizars,  of  Edinburgh,  who 
first  operated  in  Great  Britain  in  1824,  did  the  same.  But  the 
former  having  lost  two  patients  out  of  three,  and  the  latter 
having  succeeded  but  once  in  four  cases,  as  explained  on  page 
268,  no  further  attempt  at  ovariotomy  was  again  made  in  Eu- 
rope till  1832,  when  Bitter  succeeded  by  the  long  incision  also. 
In  1834  K.  F.  Quittenbaum,  of  Kostock,  "made  a  short  inci- 

1  Bradford's  Report,  p.  50. 

2  American  Medical  Recorder,  January,  1822. 

3  Edinburgh  Medical  and  Surgical  Journal,  October,  1822. 
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sion  and  tapped  the  cyst  before  lifting  it  out  of  the  abdominal 
cavity."  This  was  the  first  time  Dr.  Nathan  Smith's  method 
had  been  practised  in  Europe.1  Quittenbaum's  incision  was, 
however,  six  inches  long.  In  his  next  case,  in  1842,  he  made 
an  incision  of  fourteen  inches.     Both  cases  recovered. 

After  1834,  and  up  to  1850,  the  incision  in  Germany  was 
never,  with  three  or  four  exceptions,  more  than  six  inches  long, 
or,  sometimes,  from  the  umbilicus  to  the  symphysis  pubis,  and, 
in  the  majority  of  the  cases,  it  was  less  than  four  inches. 
Langenbeck  averaged  in  his  five  reported  operations  only  two 
and  three-quarter  inches,  one  incision  being  six  inches,  and  all 
the  rest  two  and  a  quarter  inches  or  less.  He  saved  two  of  the 
five  cases.  This  tendency  to  the  very  short  incision  accounts 
in  part  for  the  bad  success  of  ovariotomy  in  Germany,  but  has 
for  the  last  ten  years  been  less  apparent.  In  the  first  two  ova- 
riotomies hi  France — Woyerkowsky's  case  in  1844,  and  Yaulle- 
geard's,  1847 — the  incisions  were  (1)  from  three  inches  above 
the  umbilicus  to  the  pubes,  and  (2)  seven  inches. 

In  Great  Britain,  the  first  ovariotomy,  after  Dr.  Granville's 
failure,  was  that  of  Mr.  "William  Jeafireson,  of  Framlingham, 
on  March  4,  1836,  when  he  removed  a  bilocular  cyst  through 
an  incision  ten  to  twelve  lines  long.2  The  same  year,  also,  Mr. 
R.  C.  King  and  Mr.  M.  J.  West  operated  with  incisions  three 
inches  and  two  inches  long.  Mr.  Crisp  operated  with  an  inci- 
sion of  one  inch,  in  1838. 

Mr.  Jeaffreson  states  that  he  himself  "  thought  out  the 
proposition  of  operating  as  soon  as  the  cyst  pressed  firmly 
against  the  abdominal  walls,  and  before  adhesion  had  occurred." 3 
He  also  claims,  in  the  Lancet  for  November  18,  1843,  first  to 
have  recommended  the  minor  operation,  though  he  was  familiar 
with  Dr.  N".  Smith's  case. 

In  1842  Dr.  Charles  Clay  commenced  as  an  ovariotomist, 
making  the  incision  in  his  first  case,  as  did  his  teacher,  Mr. 
Lizars,  from  the  sternum  to  the  symphysis  pubis.  In  his  second 
case  the  incision  was  ten  inches  long,  and  in  1846  he  reported 
a  case  of  six  inches.     His  incisions  were,  however,  generally 

1  Grenser  incorrectly  reports  Quittenbaum  as  the  first  who  treated  the  cyst  in 
this  way.     His  operation  was  thirteen  years  later  than  that  of  Dr.  N.  Smith. 

2  "  Transactions  of  the  Provincial  Medical  Association,"  vol.  v.,  p.  239.      3  Ibid. 
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like  his  first  one,  and  Mr.  Walne,  who  also  commenced  in  1842, 
was  in  accord  with  Dr.  Clay  in  this  respect.  Mr.  Southam, 
who  sometimes  assisted  Dr.  Clay  in  his  operations,  had  an  in- 
cision of  nine  and  of  seven  inches  in  his  two  cases.  These 
three  operators  and  C.  Aston  Key  were  the  principal  champions 
of  the  long  incision,  or  "  operatio  major." 

Dr.  F.  Bird,  who  commenced  in  1843,  sometimes  made  nse 
of  the  decidedly  short  incision,  but  in  his  first  two  it  was  four 
inches  and  nearly  six  inches  long.1  He  was  also  much  in  the 
habit,  as  has  been  seen  (p.  291),  of  making  exploratory  inci- 
sions. Mr.  Lane  made  use  of  incisions  of  medium  length — 
eight  to  four  inches. 

In  the  controversy,  therefore,  to  which  I  have  already  al- 
luded, Dr.  Clay,  Mr.  Walne,2  and  Dr.  "Waller,  were  the  de- 
fenders of  the  long  incision,  or  "  operatio  major,"  while  Dr. 
Bird  and  Mr.  B.  Phillips  espoused  the  short  incision,  or  "  ope- 
ratio minor."  But  Mr.  Phillips  regarded  all  incisions  as  short 
which  did  not  exceed  six  inches.3  Mr.  Southam  and  Mr.  Lane 
took  a  middle  course.  Dr.  Clay  has,  however,  been  misrepre- 
sented by  the  statement  that  he  would  always  extend  the  in- 
cision from  the  sternum  to  the  symphysis  pubis.  I  have  ad- 
duced two  instances  to  disprove  this,  and  he  distinctly  states 
that  such  a  cyst  as  Mr.  Jeaffreson's  may  be  removed  through  a 
small  incision,  but  he  believes  that  in  nine  cases  out  of  ten  the 
minor  operation  would  be  inadequate.4  Mr.  Southam  asserted 
that  "  the  major  operation  does  not  consist  in  a  direct  incision 
from  ensiform  cartilage  to  pubes,  as  Dr.  Bird  appears  to  have 
inferred,  but  in  making  an  opening  proportionate  to  the  size 
of  the  solid  parts  of  the  tumor,  and,  when  the  disease  is  exten- 
sive and  wTholly  or  in  part  fluid,  reducing  it  by  paracentesis 
either  previously  or  during  the  operation."  B  But  both  these 
views  of  the  subject  were  extreme,  and  few  would  hesitate  at 
the  present  time  to  adopt  Dr.  Clay's  ideas  as  an  exclusive 

1  London  Medical  Times,  October  16,  1843. 

2  For  Mr.  Walne's  argument,  see  American  Journal  of  Medical  Sciences,  January, 
1844,  p.  62  ;  also  Pihan  Dufeillay,  in  Archives  de  Med.,  1862,  for  a  critical  review 
of  the  whole  subject. 

3  "  Medico-Cbirurgical  Transactions,"  vol.  xxvi.,  p.  480. 

4  London  Medical  Times,  October  7,  1843. 
s  Ibid.,  November  3,  1843. 
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method  rather  than  Mr.  Jeaffreson's,  since  there  should  be  no 
doubt  that  very  short  incisions  are  far  more  dangerous  than 
very  long  ones.  But  Dr.  Bird  was  not  an  extremist  on  this 
question ;  his  incisions  were  usually  four  to  six  inches  long, 
as  recommended  by  most  operators  at  the  present  time.  The 
following  suggestions  might  have  prevented  the  confusion  and 
contradiction  which  for  several  years  existed  in  connection  with 
this  subject. 

Making  the  distinction  of  (1)  very  short  incision,  two  and  a 
half  inches  and  less — and  such  alone  was  really  meant  by  the 
operatio  minor ;  (2)  short,  three  to  six  inches ;  (3)  long,  six  to 
ten  inches ;  and  (4)  very  long,  ten  inches  or  more — operatio 
major — their  relative  danger  may  be  expressed  as  follows : 


Very  dangerous. 

Less  dangerous. 

Comparatively  safe. 

Very  safe. 

Very  short,  two  and  a 
half  inches  and  less. 

Very  long,  over  ten 
inches. 

Long,  six  to  ten 
inches. 

Short,  three  to 
six  inches. 

It  was  stated  by  Dr.  "Waller,  at  the  meeting  of  the  Medical 
Society  of  London,  December  18,  1843,  that  Mr.  Jeaffreson 
himself  operated  six  times  by  his  very  short  incision,  and  lost 
five  of  his  patients.1  Mr.  Jeaffreson  himself  also  admits  that 
the  long  incision  of  Dr.  Clay  may  be  sometimes  required,  as 
follows :  "  Indeed,  I  would  always  enlarge  the  wound  should 
difficulty  occur  at  this  period  of  the  operation,  rather  than 
make  use  of  violent  traction,  and,  should  the  ease  require  it, 
this  simple  operation  might  be  converted  into  the  formidable 
one  recommended  by  Dr.  Clay." 2  He  therefore  agrees  with 
Dr.  Clay  that  the  minor  operation,  i.  e.,  his  operation,  would 
sometimes  "be  inadequate." 

While,  therefore,  the  conclusion  of  Mr.  Wells  (p.  296)  is 
incontrovertible  that  incisions  not  extending  above  the  umbili- 
cus are  safer  than  those  which  do,  I  also  maintain  that  those 
less  than  three  inches  long  are,  except  in  the  simplest  cases,  far 
more  dangerous  than  those  which  are  longer ;  and  for  the  fol- 
lowing reasons : 

a.  They  do  not  admit  of  a  thorough  exploration  for  adhe- 

1  London  Medical  Times,  December  30,  1843,  p.  178. 
8  Ibid.,  January  14,  1843,  p.  255. 
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sions,  or  of  a  cautious  detachment  of  them,  if  they  exist  to 
any  important  extent. 

h.  They  do  not  give  space  for  easy  manipulation  of  the  cyst, 
or  management  of  the  pedicle,  unless  it  be  long  and  slender ; 
or  for  examination  of  the  opposite  ovary. 

c.  They  prevent  a  thorough  examination  for  and  arrest  of 
haemorrhage  from  detached  adhesions  ;  and  a  careful  cleansing 
of  the  pelvic  cavity  from  all  fluids. 

The  only  alleged  advantage  of  the  very  short  incision  to 
offset  all  these  objections  is  the  assumption,  and  which  has 
been  shown  to  be  unfounded,  that  an  incision  of  less  than  three 
inches  into  the  peritoneal  cavity  is  much  less  dangerous,  merely 
as  a  wound,  than  one  of  four  or  five  inches.  It  is  only  in  the 
very  rare  case  of  a  monocyst,  without  adhesions,  or  any  other 
complication,  that  the  very  short  incision  succeeds.  Dr.  J. 
Clay  found  the  success  twenty-seven  per  cent,  greater  for  the 
long  incision ; *  and  Dr.  Keith  states  that  "  his  incisions  are  now 
longer  than  formerly,  an  inch  or  two  more  making  no  difference 
so  far  as  an  increase  of  danger  is  concerned." a  We  have  already 
seen  the  dread  of  a  free  incision  on  the  part  of  German  ovari- 
otomists,  which  accounts  for  a  considerable  share  of  the  bad 
success  of  ovariotomy  in  that  country. 

The  practical  rule  should  then  be — 1.  To  make  the  opening 
into  the  peritoneal  cavity  for  the  removal  of  the  tumor  at  least 
three  inches  long,  to  begin  with — and  of  course  longer  in  case 
of  large  cysts  which  cannot  be  essentially  diminished  by  tap- 
ping ;  and,  2.  Then  to  prolong  it  if  necessary,  and  only  so  far 
as  is  actually  required. 

But  the  incision  should  also  terminate  below  at  a  point  not 
more  than  one  and  a  half  inch  above  the  os  pubis ;  since,  if 
higher  than  this,  the  pedicle  will  not  be  easily  reached.  On  the 
other  hand,  if  it  extends  lower  than  just  stated,  it  may  divide 
the  fold  of  the  peritonaeum  reflected  anteriorly  from  the  bladder 
to  the  abdominal  wall. 

If  the  incision  is  to  be  extended  above  the  umbilicus,  it  is 
to  be  carried  round  to  the  left  of  the  latter,  and  then  into  the 
linea  alba  again.  For  the  round  ligament  of  the  liver  passes 
upward  and  backward  to  the  right  of  the  umbilicus ;  and  as 

1  Op.  cit.,  p.  cxxx.  8  Private  correspondence,  January,  1872. 
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this  was  originally  the  umbilical  vein,  and  in  some  rare  cases 
remains  patent  even  in  the  adult,  it  might  in  the  latter  case 
be  wounded,  if  the  incision  be  carried  to  the  right  side.  Mr. 
Wells  mentions  the  fact  also  that  sometimes  a  subcutaneous 
vein  passes  through  the  umbilicus  into  the  last-mentioned 
vessel.1 

3.  The  layers  divided  by  the  incision  are : 

1.  The  skin. 

2.  The  subcutaneous  areolar  tissue,  laden  more  or  less  with 
fot-cells,  and  therefore  of  varying  thickness. 

3.  The  anterior  abdominal  aponeurosis — on  the  middle  line, 
or  linea  alba. 

4.  The  fascia  transversalis,  rarely  if  evei   distinguishable 
during  the  operation  as  a  distinct  layer. 

5.  The  sub-peritoneal  areolar  tissue,  with  more  or  less  fat- 
cells,  and  of  varying  thickness. 

6.  The  peritonaeum. 

4.  The  incision  is  effected  in  the  manner  following  : 
Since  it  is  intended  to  make  it  in  the  middle  line  of  the 
abdominal  aponeurosis  (linea  alba),  the  dark  line  on  the  skin, 
if  it  exists,  is  taken  as  the  guide  ;  if  not,  a  line  may  be  drawn 
from  the  umbilicus  to  the  symphysis  pubis.  The  incision  in 
the  skin  should  be  one  inch  longer  (half  inch  above  and  half 
inch  below)  than  the  predetermined  opening  into  the  perito- 
neal cavity  ;  and  therefore  terminate  one  inch  above  the  sym- 
physis pubis.  It  is  carried  rapidly  through  the  subcutaneous 
areolar  tissue,  which  is  the  only  layer  affording  much  variation 
of  thickness  in  different  cases  ;  and  then,  through  the  abdomi- 
nal aponeurosis  to  the  extent  of  not  more  than  two  or  three 
lines,  on  what  is  taken  to  be  the  precise  middle  line.  In  the 
majority  of  cases  it  will  be  found  that  this  opening  is  not  in 
the  middle  line,  as  intended,  but  penetrates  the  anterior  layer 
of  the  sheath  of  one  of  the  recti  muscles.  This  point  is,  how- 
ever, at  once  decided  by  passing  a  probe  through  the  short 
opening,  when,  if  it  enter  the  sheath  of  the  rectus,  it  can  be 
passed  to  the  right  and  left  across  the  muscle  ;  and  the  point 
within  the  sheath  nearest  the  opening,  where  the  probe  is  ar- 
rested, may  be  taken  for  the  inner  edge  of  the  sheath,  and  thus 

1  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  650. 
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the  precise  position  of  the  space  between  the  recti  mnscles  is 
made  out.  The  incision  is  next  to  divide  the  aponeurosis  on 
this  line,  when  the  transversalis  fascia  is  also  severed,  without 
being  recognized  as  a  distinct  layer.  Thus  the  sub-peritoneal 
areolar  tissue  is  brought  into  view,  with  its  veins  and  yellow 
fat,  and  varying  in  thickness  from  one  to  three  lines.  It  is 
very  loosely  adherent  on  both  surfaces,  and  when  very  thin  may 
be  mistaken  for  the  peritonaeum  by  the  inexperienced  operator. 
This  being  lifted  by  a  fine  tenaculum  and  divided,  the  perito- 
neum only  remains.  But  the  latter  is  not  to  be  divided  till  all 
oozing  of  blood  from  the  vessels  already  bleeding  is  arrested. 
For  if  blood  is  allowed  to  enter  the  peritoneal  cavity,  and  it  is 
subsequently  found  necessary  to  abandon  the  operation,  the 
former  could  not  be  removed,  and  would,  not  improbably,  lead 
to  a  fatal  peritonitis  or  septicaemia.  The  bleeding  vessels 
(mere  veins)  may  be  at  once  ligated  to  save  time,  if  torsion 
does  not  answer ;  and  the  ligatures  be  subsequently  removed 
when  the  incision  is  being  closed. 

t  The  peritonaeum  is  recognized  if  ascites  coexists,  by  being 
slightly  protruded  between  the  lips  of  the  incision  through  the 
sub-peritoneal  areolar  tissue,  as  a  delicate  bluish  membrane. 
But  in  ordinary  cases  its  appearance  is  less  characteristic  ;  and 
its  premature  division  is  indicated  by  the  escape  through  the 
incision  of  a  small  quantity  of  the  clear  secretion  of  the  peri- 
toneal cavity.  If,  however,  too  strong  pressure  is  being  made 
at  the  moment  by  the  assistant,  on  the  sides  of  the  abdomen, 
the  peritonaeum  lying  in  folds  may  be  mistaken  for  adherent 
omentum,  and  the  operator  may  thus  be  led  to  believe  that  the 
peritonaeum  has  already  been  unintentionally  divided.  This 
fact  is  noted  by  Mr.  Hawkins  in  his  lecture  reporting  his  case.1 
Mr.  Wells  also  mentions  a  hernia  adiposa  as  being  sometimes 
mistaken  for  the  omentum.2 

Finally,  a  small  fold  of  the  peritonaeum  is  pinched  up  by  a 
fine  forceps,  or  caught  by  a  tenaculum,  and  a  small  opening 
made  into  it  by  curved  scissors — to  be  enlarged  to  one  inch  or 
more  on  a  grooved  director.  This  last  should  be  done  with 
scissors  rather  than  a  knife.     I.  B.  Brown,  in  one  of  his  cases, 

1  London  Medical  Gazette,  October  23,  1846,  p.  739. 

2  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  555. 
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found  a  coil  of  intestine  between  the  cyst  and  the  parietal  peri- 
tonaeum, and  states  that  he  must  certainly  have  injured  it  had 
he  used  a  knife.1  I  have  myself  seen  an  intestine  wounded  by 
want  of  care  in  this  respect,  and  the  following  case  is  important 
in  this  connection  : 

Mr.  Christopher  Heath,  of  the  London  Hospital  for  Women, 
reports  a  case  in  which  a  previous  attempt  at  ovariotomy  had 
been  made,  and  where,  on  enlarging  the  incision  with  scissors, 
an  empty  coil  of  intestine  which  was  closely  adherent  to  the 
abdominal  wall  was  divided  in  three  quarters  of  its  circumfer- 
ence. The  cyst  was  removed  with  difficulty,  the  pedicle  tied 
and  dropped  into  position,  and  the  bowel  attached  to  the  skin 
by  silk,  sutures,  forming  an  artificial  anus.  The  incision  was 
closed  by  wire  sutures.  Faeces  and  flatus  passed  by  the  arti- 
ficial anus  on  the  second  day,  and  solid  motions  $>er  anum. 
The  silk  sutures  were  removed  on  the  eleventh  day,  and  the 
patient  was  moving  about  at  the  end  of  a  month.  She  made  a 
good  recovery,  and  left  the  hospital  about  six  months  after  the 
operation.  Three  applications  of  the  actual  cautery  had  been 
made  to  the  edges  of  the  fistula,  but  it  did  not  close.  A  belt 
and  air-pad  satisfactorily  retained  all  fecal  matter,  and  she  had 
regular  stools.2 

I  advise  to  divide  the  peritonaeum  only  to  the  extent  of 
about  an  inch  to  one  and  a  half  inch  at  first ;  since  this  is  suffi- 
cient for  ascertaining  whether  there  be  extensive  anterior  or 
lateral  adhesions,  and  generally  for  completing  the  diagnosis 
also,  if  it  had  been  previously  doubtful.  If  complications  are 
discovered  which  compel  the  abandonment  of  the  operation,  we 
have,  in  this  way,  in  effect  only  made  an  exploratory  incision ; 
"  and  every  incision  should  be  regarded  as  exploratory  until  it 
enables  us  to  determine  whether  we  are  to  complete  the  opera- 
tion or  not." 3  Having  decided  this  point  affirmatively,  the  peri- 
tonaeum is  next  divided  as  already  indicated,  to  the  full  extent 
before  determined  on  ;  and  the  next  step  of  the  operation  is 
proceeded  with. 

5.  The  tumor,  as  seen  through  the  opening  in  the  peritonaeum, 
presents  a  smooth,  glistening  surface,  but  of  varying  grades  of 
vascularity.     In  case  of  a  monocyst  or  oligocyst,  it  is  generally 

1  The  Lancet,  May,  1863,  p.  282.      2  Ibid.,  March,  1872.      3  "  Monograph,"  p.  12. 
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of  a  light,  pearly  aspect,  while  polycysts  usually  present  a  very 
vascular  surface.  In  the  former  variety,  also,  the  cyst  is  firmer, 
and  more  resistant  to  the  touch.  It  might  seem  that  the  peri- 
tonaeum ought  never  to  be  mistaken  for  the  cyst,  nor  vice  versa  / 
but  both  these  mistakes  have  been  made.  The  bluish  perito- 
naeum has,  when  protruding  like  a  thin-walled  cyst  between  the 
lips  of  the  incision,  as  before  described,  been  mistaken  for  an 
adherent  ovarian  cyst,  and  been  detached  to  a  greater  or  less 
extent  by  Dusch,  Spiegelberg,  Dr.  Tyler  Smith,1  Wagner,  and 
others.  Indeed,  such  a  mistake  cannot  be  avoided  without  the 
greatest  care,  if  the  peritonaeum  is  adherent  to  the  cyst  at  the 
point  of  incision,  or  if  chronic  inflammatory  thickening  be  com- 
plicated with  ascites.  Spiegelberg' s  case,  in  which  he  had  ex- 
tensively separated  the  peritonaeum  from  its  natural  attach- 
ments to  the  sub-peritoneal  layer,  terminated  fatally  in  sixty 
hours.  Three  abscesses  were  found  between  the  skin  and  the 
aponeurosis,  and  two  more  between  the  latter  and  the  perito- 
naeum, all  of  the  size  of  a  hazel-nut,  and  filled  with  normal  pus  ; 2 
but  the  separated  peritonaeum  was  found  already  united  to  the 
abdominal  wall.  I  have,  however,  seen  the  peritonaeum  de- 
tached under  similar  circumstances,  over  a  surface  two  inches 
long  by  one  broad,  and  in  a  successful  case.  On  the  other  hand, 
Spiegelberg,  in  1853,  cut  down  to  an  ovarian  cyst,  which,  being 
adherent  in  the  line  of  the  incision,  was  mistaken  for  the  peri- 
tonaeum, and  opened  by  him — into  the  peritoneal  cavity,  as  he 
supposed.  He  then  evacuated  the  fluid,  believing  it  to  be  as- 
citic ;  though  he  did  not  find  any  intestines  in  the  cavity  laid 
open.  The  wound  was  closed;  and  when  the  patient  died, 
after  repeated  tappings,  an  ovarian  cyst  was  found  adhering  so 
closely  to  the  parietal  peritonaeum  as  to  be  inseparable  from  it.3 
Mr.  Wells  also  mistook  a  thickened  peritonaeum  for  the  cyst, 
which  had  burst  and  receded  after  pouring  its  fluid  into  the  peri- 
toneal cavity  (Case  81). 

I  should  give  the  rule  of  practice  in  such  cases,  thus  :  If 
there  be  doubt  whether  the  peritonaeum  has  been  divided  or  not, 
proceed  as  if  it  had  not.  For,  in  that  case,  the  division  of  the 
next  layer  will  settle  the  question ;  the  tumor  coming  into  view 

1  Second  case,  recovered.     "  Obstetrical  Transactions,"  vol.  Hi.,  p.  46. 

2  Grenser,  p.  35.  3  Monatsschrift  fur  Geburtshidfe,  B.  14. 
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if  the  peritonaeum  had  not  been  previously  divided — and  the 
ovarian  fluid  escaping  if  the  cyst- wall  was  the  last  divided  layer. 
Or  if  the  peritonaeum  had  not  been  previously  divided,  and  if, 
ascites  coexisting,  its  division  lets  the  ascitic  fluid  escape — the 
sound  at  once  decides  in  this  case,  as  in  the  preceding,  whether 
the  cyst  or  the  peritoneal  cavity,  alone,  has  been  opened.  If 
adhesions  exist  at  the  point  of  incision,  rendering  the  cyst  in- 
separable from  the  peritonaeum,  as  in  Spiegelberg's  case,  the 
sound  should  show  that  the  cyst-wall,  as  well  as  the  peritonaeum, 
has  been  divided. 

6.  In  case  of  a  second  ovariotomy  on  a  patient,  the  incision 
must  not  be  made  in  the  old  cicatrix.  Mr.  Wells  found  the 
union  very  slow  and  imperfect  in  his  first  case,  in  which  he 
made  the  incision  very  near  the  cicatrix ;  and  therefore,  in 
his  second  case,  he  made  it  one  and  a  half  inch  to  the  right  of 
the  cicatrix,  through  the  rectus  muscle.  Three  arteries,  one  of 
considerable  size,  were  divided  near  the  lower  end  of  the  inci- 
sion, beneath  the  divided  muscle,  and  were  tied  before  the  peri- 
tonaeum was  opened.  "  The  incision,  five  inches  long,  extended 
from  an  inch  above  the  level  of  the  umbilicus  to  a  point  half  an 
inch  above  that  of  the  end  of  the  cicatrix.  .  .  .  The  pedicle 
of  the  tumor  removed  by  the  first  operation,  passing  from  the 
left  side  of  the  uterus,"  adhered  firmly  to  the  lower  angle  of 
the  cicatrix  "  in  the  middle  line  of  the  abdominal  wall." *  Dr. 
Caswell  (p.  363)  cut  one  line  to  the  right  of  the  cicatrix  of 
the  first  operation,  and  found  the  latter  adherent  by  a  very 
broad  band  to  a  fold  of  intestine.  "  Had  I  cut  in  the  cicatrix," 
he  remarks,  "  I  should  have  unintentionally  performed  enterot- 
omy,  or  have  been  obliged  to  abandon  the  operation." 2 

7.  If  the  case  be  complicated  by  an  umbilical  hernia,  the  plan 
of  operation  should  generally  include  its  radical  cure ;  and  to 
this  end  the  incision  must  extend  upward  to  the  hernial  sac, 
and  then  circumscribe  the  whole  of  the  latter  in  an  ellipse. 
After  the  tumor  is  removed,  the  whole  incision  is  closed  in  the 
middle  line.  Koeberle  has  several  times  succeeded  in  this  way ; 3 
Dr.  Emmet  and  Dr.  Thomas,  of  the  ISTew  York  State  Woman's 
Hospital,  have  also  each  had  a  single  case. 

1  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  6. 

9  Private  correspondence,  June  12,  1871. 

8  "  Operations  d'Ovariotomie,  p.  20,  note,  and  p.  91. 
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I  also  add  that  the  adherent  omentum  is  sometimes  found 
spread  over  the  front  of  the  cyst  down  to  the  site  of  the  first  in- 
cision, though  it  does  not  generally  descend  below  the  umbili- 
cus. It  is  at  once  identified  by  its  great  vascularity,  which,  to- 
gether with  its  thickness,  increases  from  below  upward.  The 
rare  cases  of  remarkable  thickness,  vascularity,  and  looseness 
of  attachment  of  the  peritoneal  investment  of  the  cyst,  which 
have  been  described  on  page  34,  can  scarcely  be  mistaken  for 
any  other  condition  by  one  who  is  aware  of  the  fact  that  such 
cases  may  occur. 

SECTION  II. 

EXPLOEING   FOE   ADHESIONS,  AND   EVACUATING  THE   OTST. 

An  opening  having  been  made  as  explained  in  the  preced- 
ing section,  one  inch  to  one  and  a  half  inch  long,  into  the  peri- 
toneal cavity,  the  next  points  to  be  determined  are,  whether 
there  be  any  adhesions,  and  whether  the  tumor  is  actually  ova- 
rian, as  has  been  to  this  moment  supposed  : 

1.  Since  1856  I  have  used,  to  ascertain  the  existence  and  ex- 
tent of  adhesions,  a  number  nine  or  ten  steel  male  sound.  This 
glides  easily  over  the  surface  of  the  tumor  if  not  adherent,  and, 
on  account  of  its  bluntness  and  smoothness,  can  do  no  harm  if 
carefully  used ;  while  its  weight  and  solidity  give  an  accurate 
tactile  perception  of  the  surface  with  which  it  comes  in  contact. 
It  at  once  detects  adhesions  on  the  anterior  and  lateral  aspects 
of  the  tumor ;  while  posterior  and  especially  pelvic  adhesions 
can  be  accurately  appreciated  only  after  the  cyst  is  partially  or 
entirely  evacuated.  It  is  more  judicious  not  to  break  down 
any  adhesions  felt  by  the  sound,  at  this  stage,  since  it  is  not  yet 
to  be  regarded  as  certain,  if  there  be  adhesions,  that  the  opera- 
tion will  not  be  abandoned.  On  the  other  hand,  however,  no 
amount  of  adhesions  could  be  discovered  up  to  this  time  which 
would  of  themselves  justify  its  abandonment ;  and,  if  no  other 
cause  be  discovered,  the  incision  may  now  be  enlarged,  and  the 
cyst  evacuated,  with  the  expectation  of  completing  it. 

2.  But  further  exploration  in  these  circumstances  may  de- 
monstrate that  the  tumor  is  not  ovarian.  The  steel  sound  sweep- 
ing below  its  lower  extremity  may  prove  it  to  be  hepatic,  me- 
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senteric,  or  splenic  ;  the  exploring  trocar  may  obtain  a  fluid 
characteristic  of  the  serous  cyst  of  the  broad  ligament ;  or  the 
uterine  sound,  passed  to  the  fundus  uteri,  while  the  finger  also 
reaches  the  latter  through  the  abdominal  incision,  may  show 
that  the  tumor  is  uterine.  In  either  of  these  cases  the  proposed 
operation  is  arrested  here.  If  the  case  be  one  of  hepatic,  me- 
senteric, or  splenic  cyst,  the  question  of  tapping  it  is  to  be  con- 
sidered ;  if  of  a  serous  cyst  of  the  broad  ligament,  tapping  alone 
may  suffice,  or  the  removal  of  a  portion  of  the  cyst-wall,  as  fre- 
quently practised  by  Dr.  W.  L.  Atlee.  If,  however,  it  has 
already  refilled  after  tapping,  its  removal  may  be  regarded  as 
judicious.  Finally,  if  the  case  prove  to  be  one  of  uterine  fibroma, 
or  fibro-cystoma,  the  feasibility,  usually  very  improbable,  of  its 
removal  is  to  be  considered.  If  the  tumor,  though  ovarian, 
clearly  cannot  be  removed,  the  incision  may  be  at  once  closed ; 
or  the  case  treated  by  Dr.  Noeggerath's  method  (p.  220),  or  as 
similar  cases  have  been  managed  by  Mr.  Wells  (p.  392). 

If  the  diagnostic  results  obtained  by  the  exploratory  incision 
through  the  peritonaeum  be  satisfactory,  the  former  is  next  en- 
larged to  three  inches  at  least,  as  before  explained,  and  the 
cyst  is  tapped,  after  all  bleeding  from  the  enlargement  of  the 
incision  is  arrested. 

3.  Various  instruments  have  been  devised  for  evacuating  the 
cyst,  to  all  the  rest  of  which  I  prefer  the  simple  trocar  of  various 
sizes  (three  to  five  lines  in  diameter),  and  five  inches  long. 
Mr.  J.  Hutchinson,  of  the  Metropolitan  Free  Hospital,  proposed 
a  siphon-trocar  in  1858,  "at  least  three  times  the  usual  size, 
and  armed  with  an  India-rubber  tube  to  allow  of  the  fluid 
being  conducted  away  into  a  receptacle  upon  the  floor."  1  Mr. 
"Wells  has  made  an  improvement  upon  it  which  gives  it  his 
name.  The  latter  (Fig.  38),  after  being  plunged  into  the  cyst, 
is  fixed  to  its  walls  by  the  wings,  and  the  fluid  flows  through 
a  rubber  tube  attached  to  the  end  of  the  canula.  It  con- 
sists of  a  steel  canula  a  half  inch  or  more  in  diameter,  cut 
off"  obliquely  at  its  distal  extremity,  and  brought  to  an  edge ;  to 
which  a  rubber  tube  is  laterally  attached,  to  conduct  off  the  fluid. 
I  have  in  the  hands  of  more  than  one  operator  seen  it  prove  a 
murderous  instrument,  since,  as  it  cuts  a  large  disk  out  of  the 

1  London  Medical  Times  and  Gazette,  October  23,  1858,  p.  434. 
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wall  of  the  cyst,  the  opening  cannot  be  accurately  closed,  and 
the  operation  must  therefore  be  proceeded  with,  even  though 
the  state  of  the  case  is  subsequently  found  to  forbid  it.     It, 


FIG.  38  —  Mr.  T.  S.  Wells's  Trocar. 


however,  secures  a  rapid  evacuation  of  the  cyst,  whenever  that 
is  desirable. 

Dr.  J.  Ewing  Mears,  of  Philadelphia,  has  also  proposed  a 
trocar  and  canula  for  use  in  ovariotomy  (Fig.  39). 


FIG.  39.— Dr.  J.  E.  Mears's  Trocar. 


It  consists  essentially  of  a  canula  (A),  armed  with  a  trocar  point,  which 
can  be  covered  by  a  guard  (B),  with  a  valve  controlled  by  a  hinge-joint,  and 
a  flexible  tube  (rubber)  of  sufficient  length  attached  to  a  metallic  neck  (D). 

The  diameter  of  the  canula  is  seven-sixteenths  of  an  inch,  and  is  made 
this  size  in  order  to  afford  an  easy  and  rapid  flow  to  the  viscid  gelatinous 
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fluids  usually  found  in  ovarian  cysts.  Immediately  behind  the  trocar-point 
is  an  elliptical  opening,  corresponding  in  size  to  the  diameter  of  the  canula, 
through  which  the  fluid  passes  into  the  canula.  The  guard  is  moved  by  a 
rod  which  is  attached  to  a  ring,  and  adapts  itself  closely  to  the  surface  of 
the  instrument.  The  valve  is  controlled  by  a  hinge-joint,  and  is  open  when 
the  joint  is  turDed  in  the  direction  parallel  with  the  long  axis  of  the  canula. 
This  form  of  valve  was  adopted  in  order  that  the  calibre  of  the  canula 
should  he  preserved  throughout.  The  flexible-tube  is  made  of  the  fine 
rubber  cloth,  and  should  have  a  diameter  of  not  less  than  one  inch.  The 
ordinary  rubber  tubing  is  too  heavy  and  unwieldy. 

The  central  figure  represents  the  instrument  in  the  position  for  introduc- 
tion, the  point  unguarded,  and  the  valve  closed.  The  closure  of  the  valve 
by  turning  the  joint  in  the  direction  perpendicular  to  the  long  axis  of  the 
canula  forms  a  handle,  as  it  were,  by  means  of  which  the  instrument  can 
be  firmly  grasped  by  the  operator.  When  introduction  has  been  effected, 
the  guard  is  projected  to  cover  the  trocar-point,  the  tube  attached,  and  the 
valve  opened  as  represented  in  the  upper  and  lower  figures. 

The  guard  was  adapted  to  the  instrument  in  order  to  avoid  a  possible 
accident  in  the  wounding,  by  the  trocar-point,  of  any  vessels  which  might 
run  on  the  internal  surface  of  the  cyst,  and  also  to  render  the  instrument 
available  in  cases  of  non-cystic  dropsies,  ascites,  etc. 

The  absence  of  the  shoulder,  produced  by  the  canula  in  the  ordinary 
trocar  and  canula,  gives  a  much  greater  facility  in  introduction.  An  addi- 
tional advantage  may  be  mentioned  in  connection  with  its  use  in  multi- 
locular  ovarian  tumors,  in  the  readiness  with  which  the  secondary  cysts 
can  be  punctured,  and  their  contents  evacuated. 

If  the  simple  trocar  be  used,  a  rubber  tube  three-fourths  of  an 
inch  in  diameter,  or  a  somewhat  larger  one,  made  of  oiled  silk,  is 
applied  over  the  end  of  the  instrument,  to  conduct  the  fluid  into 
the  receiving  vessel.  Whatever  instrument  be  used,  none  of  the 
ovarian  fluid  must  be  allowed  to  fall  into  the  peritoneal  cavity. 

It  should  be  a  rule  in  practice,  "  always  to  use  a  small 
trocar  (three  or  four  lines  in  diameter),  for  commencing  the 
evacuation  of  the  cyst,  provided  the  question  of  removal  is  not 
yet  fully  decided ;  so  that,  in  case  it  is  found  necessary  to  aban- 
don the  operation  after  the  tapping,  the  puncture  can  easily  be 
closed  by  a  silk  suture,  cut  short.  If  a  very  large  instrument 
be  used,  and  the  tumor  left,  the  fluid  may,  as  already  explained, 
still  continue  to  flow  into  the  peritoneal  cavity  (a  large  trocar, 
also,  sometimes  producing  copious  haemorrhage),  after  the  inci- 
sion is  closed — with  a  fatal  result."  *  But,  when  it  is  fully  decided 

1  "  Monograph  on  Ovariotomy,"  p.  72. 
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to  remove  the  cyst,  a  larger  instrument  may  be  used  if  judged 
better ;  though  even  then,  in  cases  of  great  prostration,  the 
large  instrument  should  be  entirely  rejected,  and  the  evacuation 
of  the  cyst  be  more  gradually  effected. 

4.  The  place  for  the  introduction  of  the  trocar  should  be  a 
point  on  the  cyst-wall  where  there  are  but  very  few  and  very 
small  vessels,  and  as  near  as  possible  to  the  upper  angle  of  the 
incision ;  since  the  instrument  will,  of  course,  descend  as  the 
cyst  is  evacuated.  During  the  evacuation  an  assistant  keeps  up 
a  steady  pressure  with  both  hands  upon  the  sides  of  the  abdo- 
men, to  favor  the  flow  of  the  fluid,  and  to  prevent  a  suddenly- 
diminished  pressure  upon  the  internal  organs  from  its  escape, 
and  consequent  vomiting  or  syncope.  This  is  a  very  important 
precaution  in  case  of  a  much  debilitated  patient,  since,  with  such, 
syncope  may  prove  at  once  fatal.  From  such  patients,  also,  the 
fluid  must  not  be  allowed  to  flow  too  rapidly,  and  is  best  drawn, 
therefore,  through  a  small  canula,  as  above  suggested.  The 
importance  of  guarding  against  vomiting,  in  case  extensive 
adhesions  exist,  has  already  been  shown ;  and  I  therefore  urge 
the  use  of  a  small  instrument  in  this  condition  also. 

The  cyst  is  prevented  from  falling  back  into  the  peritoneal 
cavity  when  nearly  evacuated,  by  seizing  it  with  a  hooked 
forceps.  But,  until  the  removal  of  the  cyst  is  positively  decided 
upon,  no  instrument  besides  the  trocar  should  be  allowed  to 
make  any,  even  the  least,  wound  on  its  surface. 

In  case  of  a  polycyst,  it  is  desirable  to  tap  the  other  cysts, 
if  possible,  by  reintroducing  the  trocar  into  the  canula  without 
withdrawing  the  latter  from  the  first-evacuated  cyst  ;  and 
thrusting  it  onward  into  the  next  one,  and  so  on,  until  this 
part  of  the  operation  is  completed.  Thus  the  fluid  from  all 
sources  is  made  to  flow  through  the  canula  in  the  original 
puncture,  without  any  danger  of  its  falling  into  the  peritoneal 
cavity.  This  proceeding  necessitates  the  length  of  trocar  and 
canula  I  have  recommended.  If,  however,  additional  cysts  are 
discovered  at  a  later  stage,  and  after  the  first  has  been  partially 
turned  out  of  the  abdominal  cavity,  the  one  already  evacuated 
may  be  ruptured,  and  the  hand  introduced  within  it  to  break 
up  and  evacuate  the  remaining  ones. 

If  adhesions  exist,  some  of  them  may  be  detached  before 


428  OVARIAN  TUMORS  AND  OVARIOTOMY. 

the  evacuation  of  the  cyst,  and  others  during  or  after  this  is 
effected,  as  will  next  be  shown. 

SECTION  III. 

MANAGEMENT   OF  ADHESIONS;    EXTEAOTION   OF   THE   OTST. 

I.  The  management  of  adhesions,  when  extensive,  very  vas- 
cular, or  located  in  the  pelvis,  requires  more  care,  judgment, 
and  patience,  and  often  more  skill,  than  any  other  stage  of  the 
operation  of  ovariotomy  ;  while  at  the  same  time  it  determines 
the  result  of  the  operation  to  a  greater  extent  than  any  other, 
the  management  of  the  pedicle  not  excepted.  This  fact  cannot 
be  made  too  prominent;  since  up  to  the  present  time  such 
paramount  importance  has  been  attached  to  the  last-mentioned 
point ;  and  I  have  to  consider  : 

A.  The  detachment  of  the  adhesions. 

B.  The  arrest  of  the  consequent  haemorrhage. 

a.  The  time  for  the  detachment  of  the  adhesions,  relatively 
to  the  evacuation  of  the  cyst,  varies  with  their  character  and 
extent.  If  the  case  be  one  of  monocyst,  and  the  adhesions  very 
slight,  and  not  vascular,  they  may  be  broken  down  by  the  steel 
sound  during  the  exploration.  But  it  is  usually  necessary  also 
to  introduce  the  hand  to  explore  the  adhesions,  if  very  exten- 
sive and  probably  vascular ;  and,  to  do  this  with  facility,  the 
cyst  must  be  sufficiently  collapsed.  The  hand  should  be  moist- 
ened with  the  artificial  serum  (p.  402),  or  with  water,  at  98° 
(Fahr.),  before  its  introduction.  Generally,  however,  no  adhe- 
sions should  be  intentionally  detached  till  the  cyst  is  partially 
evacuated  ;  and  none  but  parietal  adhesions  should  be  detached 
till  the  cyst  is  nearly  or  entirely  emptied.  Posterior  and 
pelvic  adhesions  can  sometimes  be  most  conveniently  separated 
during  the  extraction  of  the  cyst. 

b.  The  detachment  may  be  effected  by  the  steel  sound,  the 
hand,  scissors,  the  ecraseur,  or  the  actual  cautery.  Dr.  Krass- 
ovsky,  however,  remarks  that  "  the  ecraseur  has  not  proved  to 
be  quite  convenient  for  this  purpose,"  1  and  I  know  of  no  circum- 
stances in  which  it  is  to  be  preferred.  The  sound  is  also  adapted 
only  to  the  most  recent  and  delicate  parietal  adhesions. 

1  Edinburgh  Medical  Journal,  December,  1867,  p.  544. 
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The  fingers  of  the  surgeon  are  the  most  reliable  instruments 
for  detaching  parietal  or  omental  adhesions,  and  all  others  which 
afford  a  certain  length.  And  the  main  precaution  to  be  taken 
is,  to  detach  them  from  the  surface  of  the  cyst,  and  not  from 
the  peritonaeum ;  for  thus  the  bleeding  vessels  may  be  easily 
controlled,  as  they  hang  from  the  peritoneal  surface.  Besides, 
torn  vessels  frequently  do  not  bleed  at  all,  though  the  same 
would  bleed  if  cut.  Care  must  be  taken  at  the  same  time  not 
to  rupture  the  cyst  itself.  This  manoeuvre  requires  much  care 
in  difficult  cases,  and  occasions  much  loss  of  time.  In  case, 
however,  of  adhesions  to  the  intestines  or  any  pelvic  organs, 
the  scissors  are  less  liable  to  injure  the  attached  organ  than  the 
fingers.  The  knife  is  not  to  be  used,  since  it  produces  a  greater 
flow  of  blood  than  the  scissors.  The  actual  cautery  is  used  by 
some  operators,  not  because  it  detaches  the  adhesions  more 
safely  than  the  preceding  methods,  but  because  no  haemorrhage 
follows  its  use.  The  same  may  also  be  remarked  of  the  galvano- 
caustic  of  various  forms  as  recommended  by  Speigelberg ; 1  and 
to  the  latter,  since  no  foreign  particles  are  left  behind,  there 
is  no  objection.  But  the  actual  cautery  does  leave  some  amount 
of  oxide  of  iron,  in  contact  with  the  tissues  burned,  and  is, 
therefore,  not  a  safer  method  of  arresting  the  haemorrhage  than 
the  use  of  fine  ligatures,  applied  as  explained  in  a  subsequent 
paragraph. 

The  amount  of  force  necessary  to  overcome  the  firmest  ad- 
hesions is  in  some  cases  too  great  to  be  safely  applied.  Nuss- 
baum,  who  never  abandoned  a  case  on  their  account,  in  his  sixth 
case  introduced  his  hand  into  a  cyst,  and  applied  his  whole 
strength  in  tearing  it  away  from  its  adhesions  to  the  promon- 
tory of  the  sacrum,  by  inverting  it.  The  patient  recovered. 
His  twenty-third  case  died  nine  hours  after  similar  treatment.2 

In  the  following  three  categories  the  detachment  of  adhe- 
sions requires  very  great  care  and  cautiousness  : 

1.  If  the  tumor  is  demonstrably  adherent  in  and  throughout 
the  line  of  the  incision,  and  it  is  found  to  be  difficult  to  separate 
it  from  the  parietal  peritonaeum,  the  wound  may  be  extended 
upward  an  inch  or  more  with  the  hope  of  thus  reaching  a  point 
on  the  cyst  above  the  adhesions.     This  failing,  and  also  an 

1  Grenser,  p.  35.  8  Ibid.,  p.  10. 
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attempt  to  get  the  steel  sound  into  the  peritoneal  cavity  from 
the  lower  angle  of  the  incision,  the  latter  may  be  still  farther 
prolonged  toward  the  sternum  to  the  required  height,  rather 
than  apply  much  force  in  separating  the  cyst  on  each  side  of 
the  wound.  For  the  sound,  once  having  passed  above  or  below 
the  parietal  adhesions  into  the  peritoneal  cavity,  easily  sweeps 
around  them  and  separates  them  to  the  middle  line.  Mr.  Wells 
sometimes  works  in  such  cases  in  small  cuts  with  an  Adams 
hook. 

2.  If  the  cyst  prove  to  be  very  intimately  adherent  to  the 
intestines,  the  liver,  spleen,  uterus,  bladder,  or  ureter,  it  should 
not  be  detached  at  all ;  but  the  peritoneal  covering  should  be 
separated  from  the  fibrous  layer  of  the  cyst,  and  all  the  adhe- 
rent portion  left  in  contact  with  the  viscus  to  which  it  is  at- 
tached, as  Dr.  "W.  L.  Atlee  has  practised  for  many  years  past.1 
In  his  two  hundred  and  fifteenth  case,  adhesions  seven  or  eight 
inches  long  were  thus  left  attached  to  the  transverse  colon.2 

3.  Cases  in  which  the  lower  portion  of  the  cyst  occupies  the 
whole  pelvis,  and  is  everywhere  adherent  to  the  contiguous 
organs,  have  generally  been  abandoned.  But  even  these  will, 
I  think,  generally  be  found  to  be  manageable  by  the  following 
method,  first  suggested  for  the  treatment  of  the  pedicle  by  Dr. 
T.  F.  Miner,  of  Buffalo  :  Detach  the  peritoneal  coat  completely 
around  the  cyst  at  a  level  two  or  three  inches  above  the  attach- 
ments ;  insert  the  fingers,  and  carefully  enucleate  the  portion 
of  the  cyst  which  lies  in  the  pelvis,  so  as  to  leave  the  whole  of 
the  peritoneal  investment  undisturbed  in  its  acquired  connec- 
tions with  the  contiguous  organs.  I  have  succeeded  by  this 
method  in  a  single  instance  of  the  kind,  and  have  seen  Dr.  T. 
G.  Thomas  do  the  same.  Considerable  haemorrhage  will  proba- 
bly result,  to  be  managed  as  next  to  be  explained. 

B.  Arrest  of  Haemorrhage. — There  may  be  ho  haemorrhage  to 
arrest  if  the  adhesions  are  torn  by  the  fingers,  as  explained,  or 
burnt  off  by  the  actual  cautery,  or  the  galvano-caustic  method. 
I  have  stated  my  objections  to  the  cautery,  and  should  rely 
mainly  upon  the  ligature.     And  if  the  adhesion  is  in  the  form 

1  Peaslee's  "  Monograph,"  p.  74  ;  and  Dr.  Atlee's  case,  No.  205,  American  Journal 
of  Medical  Sciences,  April,  1870,  p.  373. 

2  American  Journal  of  Medical  Sciences,  April,  1871,  p.  399. 
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of  a  band,  and  evidently  contains  vessels  which  will  bleed  freely 
on  being  divided,  it  is  better  to  ligate  the  band  before  the  divi- 
sion is  made.  I  have  seen  an  artery  in  an  omental  adhesion  as 
large  as  the  brachial,  and  advise,  in  all  cases  where  the  adhe- 
sions are  of  the  proper  form,  to  pass  a  double  silk  ligature  as 
fine  as  will  still  possess  the  requisite  strength,  through  their 
middle,  and  with  each  half  of  the  ligature  tie  one-half  of  the  ad- 
hesion. The  ends  of  the  ligatures  may  be  brought  out  through 
the  incision,  if  very  near  it ;  or,  if  not,  they  may  be  cut  close  to 
the  knot  and  left  in  the  peritoneal  cavity.  I  had  a  case,  in 
1863,1  in  which  I  left  fifteen  ligatures  thus  cut  short,  and  which 
have  never  given  any  trouble  up  to  the  present  time,  the  pa- 
tient having  constantly  enjoyed  excellent  health.  Dr.  Keith, 
in  one  of  his  successful  cases,  left  the  ends  of  at  least  thirty 
ligatures  in  the  peritoneal  cavity.2  Some  prefer  the  silver  wire 
to  the  silk  thread  for  ligatures.  I  object  to  the  former,  since  it 
must  be  tightened  by  twisting  ;  which  is  very  well  for  a  suture, 
but  not  reliable  for  a  ligature.  For  the  smaller  vessels  torsion 
may  suffice. 

There  is,  therefore,  no  valid  objection  to  the  application  of 
silk  ligatures  to  adhesions,  whenever  and  wherever  required. 
Of  late,  however,  I  have  used  them  after  having  been  kept  for  a 
time  in  a  solution  of  carbolic  acid,3  and  then  dried.  But  vessels 
not  seldom  bleed  which  cannot  be  constricted  by  a  ligature,  as 
in  case  of  the  inferior  surface  of  the  liver,  or  the  fundus  uteri, 
or  the  bladder,  the  adhesions  having  been  unintentionally  torn 
from  the  surface  of  these  organs  instead  of  being  left  there  at- 
tached as  above  explained.  In  such  cases  I  have  succeeded 
by  adopting  Kceberle's  plan  of  dropping  a  minim  or  less  of  the 
solution  of  persulphate  of  iron  upon  the  end  of  the  finger,  and 
applying  the  latter  with  slight  pressure  for  two  or  three  min- 
utes to  the  bleeding  point,  or  surface.  If  the  course  of  the 
vessel  can  be  seen  in  case  of  the  uterus  and  the  bladder,  a  small 
needle  may  carry  a  very  fine  ligature  under  it,  and  thus  the 
bleeding  may  be  controlled. 

In  case  the  haemorrhage  comes  from  a  surface  whence  the 

1  American  Journal  of  Medical  Sciences,  July,  1864,  p.  50. 

2  Edinburgh  Medical  Journal,  December,  1867,  p.  525. 
8  Four  grains  to  one  ounce  of  water. 
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peritonaeum  itself  has  been  detached,  the  incision  is  to  be  opened 
to  the  utmost  by  Pinkham's  wire  retractors,  Fig.  40,  so  that  the 
source  of  the  bleeding  can  be  seen  ;  and  pressure  and  exposure 
to  the  air  failing,  the  direction  of  the  bleeding  vessel  must  be 
ascertained  by  the  effects  of  pressure  at  various  points  around 
the  bleeding  point,  and  a  fine  ligature  be  used,  as  directed  in 
the  preceding  paragraph.     Or,  perhaps,  the  bleeding  surface 


FIG.  40. — De.  Pinkham's  "Wire  Eeteactor. 


itself  may  be  gathered  up  by  a  forceps,  and  a  ligature  be  ap- 
plied around  a  mass  containing  the  opened  vessel.  Kceberle 
has,  in  such  a  case,  after  ascertaining  the  direction  whence  the 
bleeding  came,  made  a  slight  incision  in  the  tissues  near  the 
bleeding  point  with  scissors,  and  then  raised  the  small  mass 
containing  the  vessel  and  ligated  it.1  I  have  arrested  obsti- 
nate bleeding  from  a  surface  whence  the  peritonaeum  had  been 
torn  in  detaching  adhesions,  by  gathering  up  a  fold  of  the  ab- 
dominal wall  (it  being  very  thin),  including  the  bleeding  surface, 
and  passing  wire  sutures  through  this  fold,  so  as  to  keep  two 
portions  of  the  bleeding  surface  in  contact.  The  ligatures  were 
removed  on  the  third  day.  Mr.  Wells,  in  his  eighty-eighth  case,2 
passed  a  silk  ligature  twice  from  within  the  abdominal  cavity 
through  its  wall,  so  as  to  cross  the  bleeding  vessel,  and  tied  it 
outside  over  a  pledget  of  lint.  Dr.  G.  Kimball,  of  Lowell, 
Massachusetts,  has  adopted  the  following  procedure  to  arrest  the 
bleeding  from  an  extensive  surface,  whence  parietal  adhesions 
had  been  separated : 

He  closed  up  the  abdomen  in  such  a  manner  as  to  entirely  exclude  that 
portion  of  the  parietes  from  which  blood  was  flowing — literally  turning  it 
inside  out;  and  then,  with  the  bleeding  surfaces  wholly  everted,  bringing 
the  parietal  walls  together  at  a  point  where  the  peritonseum  was  in  a  per- 
fectly sound  state. 


1  "  Operations  d'Ovariotomie,"  p.  139,  note. 


2  Op.  cit,  p.  227. 
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To  do  this  effectually,  it  was  necessary  to  resort  to  the  quilled  suture ; 
in  the  present  case,  however,  substituting  for  quills  two  cylindrical  pieces 
of  wood,  ten  inches  in  length,  and  a  third  of  an  inch  in  diameter.  These, 
with  the  broad,  everted  lips  held  firmly  between  them,  were  held  in  position 
by  six  through-and-through  sutures.  To  complete  the  operation,  it  only 
remained  to  bring  together  the  everted  lips,  carefully  adjusting  them  face 
to  face,  and  finally  securing  their  free  edges  with  eight  or  ten  superficial 
stitches.  By  this  simple  arrangement,  the  abdominal  cavity  was  not  only 
made  to  correspond,  as  to  capacity,  more  nearly  to  its  natural  condition, 
but  it  was  also  rendered  comparatively  secure  against  inflammation  and  all 
danger  consequent  upon  future  bleeding.  In  short,  the  case  was  made  to 
resemble,  to  all  intents  and  purposes,  one  of  a  perfectly  uncomplicated  and 
simple  character,  and  consequently  most  favorable  for  recovery.1 

In  all  the  preceding  cases  the  actual  cautery  may  be  the 
final  resort. 

Omental  adhesions  demand  the  most  careful  handling,  since 
the  omentum  itself  is  so  easily  torn  at  any  point.  As  a  general 
rule,  it  is  better  to  tie  the  adherent  portion  en  masse,  by  a  double 
ligature  an  inch  or  more  above  the  adhesions,  before  the  latter 
are  detached.  It  is  then  separated  with  the  utmost  care,  drawn 
out  through  the  incision,  and  laid  upon  the  surface  of  the  abdo- 
men, that  any  vessels  still  bleeding  cannot  fail  to  be  seen.  The 
ligatures  may  be  cut  short,  or  brought  out  through  the  incision. 
I  prefer  the  former  method.  I  have  advised  to  tie  the  adherent 
omental  band  en  masse,  because  it  is  scarcely  possible  for  the 
surgeon  to  be  certain  of  controlling  the  haemorrhage  if  the 
vessels  are  separately  tied.  In  a  case  of  operation  by  myself, 
in  1859,  I  not  only  tied  all  bleeding  vessels,  but  also  waited 
twenty  minutes  to  observe  any  further  oozing  of  blood,  before 
I  closed  the  incision.  The  patient  died  on  the  twelfth  day,  of 
septicaemia,  resulting  from  the  decomposition  of  about  two 
ounces  of  blood,  which  had  doubtless  very  slowly  escaped  from 
the  omental  vessels,  but  which  did  not  bleed  so  long  as  they 
were  exposed  to  the  air.  All  the  shreds  and  loose  portions  of 
the  omentum  should  be  trimmed  off  up  to  within  one-half  to 
three-fourths  of  an  inch  of  the  ligatures,  before  it  is  replaced. 
Thus  treated,  omental  adhesions  may  turn  out  to  be  "  of  no 
special  importance,"  as  one  distinguished  ovariotomist  remarks ; 

1  Boston  Medical  and  Surgical  Journal,  September  17, 1868,  and  New  York  Medi- 
cal Journal,  May,  1869,  p.  .175. 
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while,  if  carelessly  managed,  they  often  prove  to  be  a  very  grave 
complication. 

Ghisserow,  in  one  instance,  left  the  omentum  protruding 
through  the  upper  angle  of  the  wound,  where  it  shrunk  and 
receded  into  the  peritoneal  cavity  in  nineteen  days.1 

Finally,  it  may  be  very  difficult  to  arrest  the  haemorrhage 
in  case  the  peritoneal  layer  of  the  cyst  is  peeled  off  from  the 
fibrous  coat  and  left  adhering  in  the  pelvis,  as  directed  in  a  pre- 
vious paragraph.  Here  ligatures  and  the  persulphate  of  iron 
must  be  relied  upon.  But,  as  there  will  almost  certainly  be 
some  oozing  after  the  incision  is  closed,  it  is  judicious  to  leave 
a  bougie  passing  up  the  vagina,  and  through  the  roof  of  the 
latter  and  the  Douglas  cul-de-sac  into  the  peritoneal  cavity,  as 
first  practised  by  myself  in  February,  1855.2  Through  this  the 
blood  may  escape,  and  injections  may  be  made,  to  cleanse  the 
peritoneal  cavity  should  signs  of  septicaemia  supervene.  Dr.  T. 
G.  Thomas  remarks  upon  this  point : 

The  pouch  thus  left  sometimes  fills  with  hlood,  which  being  confined 
to  it,  and  not  entering  the  peritonaeum,  presents  an  odd  and  puzzling  ap- 
pearance. By  such  a  tumor,  I  was  once  much  puzzled  and  delayed,  until 
one  of  my  assistants  suggested  the  true  explanation  of  it.  In  another  case 
in  which  I  practised  this  method,  a  fatal  issue  occurred  in  this  way :  The 
patient  did  well  until  the  eighteenth  day,  when,  becoming  angry,  she  jumped 
from  her  bed,  struck  violently  at  an  attendant,  fell  back,  and  was  dead  in 
an  hour  and  a  half.  An  autopsy  revealed  the  fact  that  the  pouch  left  by 
enucleation  was  filled  with  a  fetid,  grumous  mass  of  blood.  The  effort 
made  by  the  patient  caused  a  rupture  of  this  sac  and  escape  of  its  contents 
into  the  peritonaeum,  which  produced  death  from  collapse.  This  danger 
could  be  avoided  by  thorough  checking  of  all  oozing  of  blood  by  persul- 
phate of  iron  before  ligating  the  mouth  of  the  sac,  or  by  leaving  within  it 
a  silver  catheter,  and  ligating  the  neck  around  this,  and  securing  it  by  pins 
in  the  wound.  By  this  means  antiseptic  injection  could  be  regularly  prac- 
tised.3 

II.  Extraction  of  the  Cyst. — The  cyst  is  usually  turned  out 
of  the  abdominal  cavity  with  facility,  after  the  adhesions  are 
overcome ;  but  the  following  preparation  for  it  will  be  found 
very  convenient :  Instead  of  withdrawing  the  canula,  reintro- 
duce the  trocar,  and  then  force  the  instrument  out  through  the 

1  Grenser,  op.  til.,  p.  36. 

8  American  Journal  of  Medical  Sciences,  January  1856,  p.  53. 

3  "Diseases  of  Women"  (18*72),  p.  *745. 
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cyst-wall  at  a  point  three  or  four  inches  from  that  of  its  en- 
trance ;  withdraw  the  trocar,  and  tie  the  canula  in  place  by 
means  of  a  strong  tape  or  ligature  passed  round  the  cyst  below 
the  canula.  Thus  a  sort  of  handle  is  given  to  the  cyst  for  its 
extraction,  and  no  fluid  can  escape  from  the  latter  during  the 
necessary  manipulations. 

The  patient  is  then  turned  somewhat  on  the  side  whereon 
the  cyst  originates,  and  the  latter  is  drawn  through  the  incision 
by  the  right  hand  grasping  the  canula,  while  the  left  manipulates 
the  other  portions  as  may  be  required.  If  more  than  a  slight 
degree  of  traction  is  required,  all  efforts  should  be  discontinued 
till  the  cause  of  resistance  is  ascertained  and  removed.  It  is 
generally  found  to  be  a  second  hitherto  unsuspected  constituent 
cyst  of  the  original  tumor,  or  pelvic  adhesions  not  before  rec- 
ognized. Possibly,  however,  the  incision  is  still  too  short  for 
the  extraction  even  of  a  collapsed  monocyst. 

The  extraction  of  the  cyst  is  also  rendered  more  difficult  if 
the  walls  are  very  thin  or  very  friable.  Sometimes  the  latter 
give  way  almost  as  soon  as  touched,  especially  in  case  of  poly- 
cysts  with  very  viscid  colloid  contents.  I  have  been  obliged 
in  two  such  cases  to  scoop  out  the  broken  cyst-walls  with  their 
contents  from  the  peritoneal  cavity  with  the  whole  hand. 

The  cyst  is  finally  removed  after  a  temporary  or  permanent 
clamp,  or  a  ligature,  or  some  other  agent,  is  applied  to  the 
pedicle  to  prevent  haemorrhage  ;  the  latter  being  divided  at  its 
junction  with  the  cyst  by  the  scissors,  or  the  knife,  unless 
some  one  of  the  less  common  methods  of  treating  the  pedicle  is 
resorted  to. 

SECTION"  IV. 

TREATMENT   OF   THE   PEDICLE. 

The  management  of  the  pedicle  is  generally  regarded  as  of 
the  very  highest  importance.  Numerous  methods  have  there- 
fore been  resorted  to,  and  which  will  be  specified  in  the  order 
in  which  they  have  been  proposed  and  employed. 

In  the  first  operation  of  ovariotomy,  in  December,  1809, 
Dr.  E.  McDowell,  of  Kentucky,  put  a  strong  ligature  around 
the  pedicle  and  evacuated  the  cyst  by  an  incision  into  it,  and 
then  removed  the  cyst  (p.  237).     The  ends  of  the  ligatures  were 
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brought  out  through  the  lower  end  of  the  incision.  In  his  third 
operation,  in  1816,  he  applied  the  ligature  in  the  same  way,  and 
removed  a  solid  tumor  weighing  six  pounds. 

The  statement  of  Dutoit,  that  Chrysmar,  of  Isny,  Wiirtem- 
berg,  in  performing  the  first  ovariotomy  in  Europe,  in  1819, 
tied  the  pedicle  in  two  portions,  and  cut  the  ends  of  the  liga- 
tures close,  leaving  the  parts  concerned  in  situ,  is  not  confirmed. 
Dr.  Hopfer,  who  reports  the  cases  of  Chrysmar  in  Gr'dfe  and 
Waltlier's  Journal,  makes  no  such  statement  in  regard  to  either 
of  the  three  cases  reported ;  but  says  that,  in  his  successful  case 
in  1820,  he  tied  the  pedicle  in  two  portions,  and  brought  the 
ends  of  the  ligatures  out  through  the  lower  part  of  the  incision. 

In  1821,  Dr.  Nathan  Smith,  of  Connecticut,  unaware  that 
ovariotomy  had  ever  been  performed,  tied  the  arteries  in  the 
pedicle,  two  in  number,  with  leather  ligatures,  and  also  two 
arteries  in  the  omentum,  which  he  found  adherent.  All  the 
ligatures  were  cut  close,  the  parts  returned,  and  the  incision 
closed  throughout. 

Mr.  J.  Lizars,  of  Edinburgh,  in  1825,  in  his  second  case, 
applied  a  single  ligature  round  the  whole  pedicle,  and  then 
transfixed  the  latter  with  it.  In  the  third,  he  used  a  single 
ligature  and  then  tied  all  the  vessels  separately ;  and  in  the  last 
case  he  tied  the  pedicle  in  two  portions.  In  all  his  cases  the 
ends  of  the  ligatures  were  brought  out  through  the  incision. 

Dr.  D.  L.  Rogers,  of  New  York,  in  1829,  tied  the  vessels 
separately  in  the  pedicle- — they  being  numerous,  and  one  of 
them  the  size  of  a  goose-quill — and  cut  all  the  ligatures  close  to 
the  knots,  and  closed  the  incision. 

K.  Er.  Quittenbaum,  of  Rostock,  in  1834,  applied  a  single 
ligature  around  the  pedicle. 

In  1835,  Dr.  J.  Bellinger,  of  South  Carolina,  tied  two  arte- 
ries in  the  pedicle  in  the  same  way  as  Dr.  N.  Smith,  with  ani- 
mal ligatures,  and  cut  them  close. 

Dohlhoff,  of  Magdeburg,  in  1836,  applied  a  ligature  around 
the  whole  pedicle,  and  also  tied  the  vessels  separately. 

In  1836,  Mr.  William  Jeaftreson,  of  Framlingham,  removed 
a  cyst  through  an  incision  ten  to  twelve  lines  long ;  the  ligature 
was  cut  short,  the  pedicle  was  returned,  and  the  incision  closed. 
Mr.  Crisp  treated  a  case  in  the  same  way  in  1838. 
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Stilling,  of  Cassel,  in  1837,  applied  a  single  silk  ligature 
round  the  pedicle,  and  his  patient  died  of  haemorrhage.  He 
then  recommended  that  a  portion  of  the  tumor  be  left  upon  the 
pedicle,  and  made  to  protrude  through  the  incision  ;  or,  in  case 
the  pedicle  was  too  short,  to  bring  it  to  a  level  with  the  wound, 
and  secure  it  with  sutures — so  that  the  bleeding  vessels  could 
in  either  case  be  seen.  In  the  report  of  another  case  (success- 
ful) in  1848  in  which  he  applied  this  method,  he  assigns  the 
reasons  in  favor  of  it  ;  and  it  was  subsequently  adopted  by 
Langenbeck,  of  Berlin.1 

Stilling  has,  however,  since  been  sometimes  quite  superflu- 
ous in  resources,  employing  two  or  three  different  methods  of 
treating  the  pedicle  in  the  same  case.  Thus,  in  a  double  ovari- 
otomy, he  cauterized  the  right  pedicle,  ligated  each  artery,  and 
then  applied  two  constrictors.  The  left  pedicle  was  constricted 
in  like  manner ;  and,  finally,  a  needle  was  passed  so  as  to  trans- 
fix both  pedicles.    The  patient  died  of  trismus  and  opisthotonos.2 

Dr.  Charles  Clay,  of  Manchester,  commenced  in  1842,  and 
in  his  first  operation  put  a  ligature  round  the  pedicle,  and  also 
tied  the  vessels  separately.  In  his  second  case,  he  tied  the 
pedicle  in  two  portions.  He  has  always  brought  the  ends  of 
the  ligatures  through  the  incision.  Mr.  Walne  treated  his  cases 
in  both  the  ways  just  mentioned,  though  adopting  the  double 
ligature  in  his  first  case. 

Dr.  F.  Bird,  of  London,  ligated  the  pedicle  in  1843,  in  two 
portions,  and  then  put  a  ligature  round  the  whole. 

Dr.  J.  L.  Atlee  performed  double  ovariotomy  in  June,  1843, 
tying  both  pedicles  in  two  portions,  and  bringing  the  ends  of 
the  ligatures  out  through  the  incision. 

In  1844,  Dr.  F.  Bird  tied  the  pedicle,  in  three  portions, 
and  then  passed  a  fourth  ligature  around  the  whole. 

Siebold,  of  Darmstadt,  in  1846,  tied  the  pedicle  and  cut  the 
ligatures  short,  and  closed  the  incision,  as  did  Dr.  1ST.  Smith, 
in  1821,  and  Dr.  Rogers,  in  1829.  Mr.  Burd,  of  London,  tied 
the  pedicle  in  three  portions,  then  passed  another  ligature  round 
the  whole  pedicle,  and  finally  tied  the  vessels  separately.  In 
this  year,  also,  Dr.  Handyside,  of  Edinburgh,  after  tying  the 
pedicle,  passed  the  ligatures  through  the  Douglas  cul-de-sac  into 

1  Kiwisch,  op.  at.,  note,  p.  219.  2  Grenser,  p.  41. 
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the  vagina.  The  patient  died.  Dr.  March  suggested  this  in 
1849  (p.  245).  Dr.  Peaslee,  not  aware  of  this,  did  the  same  in 
1854,  in  a  successful  case.  Dr.  J.  F.  Miner,  of  Buffalo,  also 
employed  this  method  in  1866 ;  and  Dr.  "W".  "W.  Greene,  of 
Portland,  Maine,  several  times  since. 

In  1847,  Langenbeck  proposed  to  tie  the  pedicle  with  liga- 
tures without  including  the  peritonaeum,  and  then  to  bring 
them  through  the  abdominal  wound ;  and  in  a  single  instance 
he  passed  the  ends  of  all  his  ligatures,  twenty  in  number, 
through  the  eye  of  a  large  needle,  and  then  brought  them  out 
directly  through  the  abdominal  wall  in  the  inguinal  region,  and 
entirely  closed  up  the  incision.  This  patient,  however,  died 
from  haemorrhage  of  the  pedicle,  to  the  amount  of  five  to  seven 
pounds.     He  subsequently  adopted  Stilling' s  method.1 

In  1847,  M.  Yaullegeard,2  of  Conde-sur-Noireau,  France, 
put  two  ligatures  around  the  whole  pedicle.     Recovery. 

In  1848,  Stilling  first  treated  the  pedicle  by  the  extra-peri- 
toneal method,  as  has  been  seen  on  a  preceding  page  ;  and  Dr. 
P.  J.  Buckner,  of  Missouri,  also  tied  the  pedicle  in  four  por- 
tions. The  last  patient  died.  Mr.  Crouch,  of  Surrey,  did  the 
same  in  1849.     The  patient  recovered. 

In  October,  1848,  Maisonneuve,  of  Paris,  treated  the  pedi- 
cle by  torsion,  holding  it  in  a  strong  forceps  while  he  turned 
the  tumor  three  or  four  times  upon  its  axis — and  then  closed 
the  incision.  Patient  died  twenty-two  hours  after  the  opera- 
tion, there  being  neither  haemorrhage  nor  peritonitis.3  Kceberle 
states  that  Heyfelder,  of  Erlangen,  lost  three  patients  from  haem- 
orrhage because  he  contented  himself  with  mere  torsion  of  the 
arteries.4  In  Heyfelder's  first  reported  case  (in  1846)  he  tied 
the  pedicle  en  masse,  and  the  patient  recovered. 

In  1849,  Ed.  Martin,  then  of  Jena,  first  secured  the  pedicle 
in  the  lips  of  the  incision  (Grenser). 

Dr.  Yan  Buren,  of  New  York,  in  1849,  applied  his  ligatures 
to  the  pedicle  so  as  "to  spare  the  peritonaeum ;"  and  in  1851 
he  tied  the  vessels  separately. 

In  1850,  Kiwisch,  of  Wiirtzburg,  and  Krauel,  of  Rostock, 
also  applied  only  one  ligature  round  the  whole  pedicle.     Dr. 

1  Grenser,  pp.  18,  19.  2  Koeberle,  De  l'Ovariotomie,  p.  30. 

3  "  These  de  Concours,"  quoted  by  Dr.  H.  Vegas,  p.  169.      4  "  De  l'Ovariotomie." 
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Peaslee,  in  a  case  of  double  ovariotomy,  applied  a  double  liga- 
ture to  each  of  the  two  pedicles,  and  brought  their  ends  out 
through  the  incision. 

In  1850,  Mr.  E.  W.  Duffin,  of  London,  first  in  England 
made  use  of  the  extra-peritoneal  method  of  treating  the  pedi- 
cle ;  Stilling,  as  we  have  seen,  having  suggested  it  in  1837,  and 
having  employed  it  (as  also  had  Langenbeck)  in  1848.  Mr. 
Duffin,  unaware  of  this,  remarks :  * 

It  suggested  itself  to  me  that  decomposition  of  the  pedicle  within  the 
peritoneal  cavity,  as  well  as  the  irritation  created  hy  the  ligature  remaining 
in  the  abdomen,  might  he  obviated  by  keeping  the  tied  portion  completely 
out  of  this  cavity.  I  determined,  therefore,  to  do  so,  by  stitching  the  cut 
extremity  and  the  ligature  in  the  wound  so  as  to  prevent  their  receding 
into  the  pelvis,  and  to  retain  them  in  that  situation  till  the  ligatures  should 
come  away,  and  the  wound,  if  it  previously  closed,  [should]  reopen  to  let 
the  slough  escape.  Had  the  neck  of  the  cyst  [pedicle]  been  longer,  it  was 
my  intention  to  have  kept  the  whole  portion  included  in  the  ligature  en- 
tirely outside  the  abdominal  pa?'ietes,  by  passing  a  long  needle  through  it, 
exterior  to  the  surface.  .  .  .  The  wound  healed  up  entirely  by  the  first  in- 
tention, and  afterward  opened  on  the  ninth  day  for  the  purpose  of  allowing 
the  ligature  and  slough  to  escape  on  the  fifteenth,  then  continuing  to  sup- 
purate for  a  few  days,  till  the  reopened  part  finally  closed  on  the  twenty- 
second  day.  The  only  objection  to  this  plan  was  the  disagreeable  dragging 
of  which  the  patient  complained  for  about  a  fortnight. 

Jules  Worms  states  that  Langenbeck,  of  Berlin,  first 
stitched  the  pedicle  into  the  incision,  and  covered  it  there  by 
bringing  the  integument  over  it  in  1851.2  This  has  since  been 
done  by  Dr.  H.  E..  Storer,  of  Boston.  I  make  the  following 
extract  from  the  report  of  Langenbeck's  case,  by  Busch  : 3 

Le  pedicule  fut  traverse  par  deux  anses  de  fil  et  retenu  dans  la  plaie ;  on 
le  coupa  petit  a  petit ;  cinq  vaisseaux  durent  etre  lies  au  fur  et  a  rnesure 
que  la  section  etait  faite ;  cinque  points  de  suture,  qui  n'interressaient  pas 
le  peritoine  reunirent  les  bords  de  la  plaie  abdominale.  Deux  d'entre  elles 
traversaient  le  pedicule. 

M.  Worms  also  states  that  "  dans  un  cas  de  brievete  ex- 
treme du  pedicule,  M.  Langenbeck  a  fixe  celui-ci  contre  la  partie 

1  "  Medico-Chirurgical  Transactions,"  vol.  xxxiv.,  pp.  1-5,  and,  Provincial  Medi- 
cal and  Surgical  Journal,  1851,  p.  23. 

2  Gazette  Hebdornadaire,  1860,  November,  p.  744. 

3  "  Compte  rendu  des  Operations  pratiquees  a  la  Clinique,"  par  M.  de  Langen- 
beck (Canstatt's  Jahresbericht,  1854,  vol.  iv.,  p.  220). 
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interne  et  inferieure  de  la  paroi  abdominale  en  la  traversant  avec 
une  aiguille  qui  portait  les  fils  dont  etait  entoure  le  pedicule.1 

Ed.  Martin,  in  1851,  ligated  the  pedicle  in  two  portions ; 
then  passed  another  ligature  around  the  whole;  and  finally 
sewed  the  pedicle  into  the  incision,  as  recommended  by  Stilling. 
In  1852  he  advised  to  fasten  the  cyst  temporarily  to  the  abdomi- 
nal walls  before  opening  it,  so  that  nothing  may  escape  from 
it  into  the  peritoneal  cavity  ;  basing  this  suggestion  upon  the 
result  of  one  successful  operation.  He  objects  to  torsion  of  the 
pedicle  and  its  replacement  in  the  peritoneal  cavity,  as.  em- 
ployed by  Maisonneuve.  He  first  ligated  every  vessel  sepa- 
rately, and  then  drawing  several  of  these  threads  through  the 
pedicle,  and  avoiding  the  peritoneal  covering,  fixed  it  by  means 
of  them  in  the  lower  angle  of  the  wound,  through  which  they 
were  passed  and  then  fastened  to  the  abdomen  externally.2 

In  March,  1858,  the  ecraseur  was  first  applied  to  the  pedicle 
by  Dr.  J.  L.  Atlee.3  His  brother  Dr.  W.  L.  Atlee  had,  in  1864, 
used  it  sixteen  times  ;  and  Dr.  Pope,  of  St.  Louis,  twice.4  Mr. 
Wells  used  the  ecraseur  in  his  thirty-eighth  case  merely  to  con- 
strict the  pedicle  temporarily.  But,  finding  there  was  no  hsem- 
orrhage  after  he  separated  the  tumor,  he  returned  the  pedicle 
into  the  abdominal  cavity.     Recovery.6 

The  clamp  was  first  applied  to  the  pedicle  by  Mr.  J.  Hutch- 
inson, of  the  Metropolitan  Free  Hospital,  September  27,  1858.6 
He  had  previously  (in  three  cases)  employed  the  method  of 
transfixing  the  pedicle,  tying  it,  and  securing  it  in  the  wound.7 
The  form  of  Mr.  Wells's  clamp  most  used  in  this  country  at 
present  is  shown  by  Fig.  41. 

Dr.  Herrera  Yegas  states  that  the  ligatures  constricting  the 
pedicle  have  been  passed  out  from  the  abdominal  cavity  by  the 
inguinal  canal ;  but  does  not  mention  either  the  operator  or 
the  date.8 

In  January,  1860,  Dr.  Simpson  proposed  the  acupressure 
needle  for  the  treatment  of  the  pedicle.9     In  June,  1861,  Dr. 

1  Op.  cit,  December,  p.  806,  foot-note.  2  Grenser,  p.  4. 

3  North  American  Medico- Chirurgical  Review,  July,  1858. 

4  American  Journal  of  Medical  Sciences,  April,  1859.  5  Op.  cit.,  p.  112. 

6  London  Medical  Times  and  Gazette,  November  6,  1858. 

7  Ibid.,  July  11,  1858,  p.  15,  and  October  23,  1858,  p.  434.         8  Op.  cit,  p.  101. 
9  Edinburgh  Medical  Journal,  vol.  v.,  p.  649. 
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W.  Tyler  Smith,  of  London,  in  performing  his  eighth  ovari- 
otomy, practised  the  method  of  Dr.  Nathan  Smith  in  1821,  Dr. 
Rogers  in  1829,  and  Siebold  in  1S46 ;  i.  e.,  he  cut  the  ligatures 


FIG.  41.— T.  S.  Wells's  Clamp. 

close  to  the  knots,  and  closed  the  incision.  He  repeated  this 
method  in  his  twelfth  operation,  and  so  onward  to  his  twen- 
tieth. It  has  since  been  associated,  in  England,  with  his  name. 
M.  Koeberle,  since  commencing  as  an  ovariotomist  in  1862, 
has  differed  from  other  operators  in  the  following  respects : 
Always  endeavoring,  if  possible,  to  secure  the  pedicle  outside, 
he  first  embraces  it  in  a  loop  of  strong  wire,  which  he  applies 
by  means  of  an  instrument  of  his  own  contrivance,  a  "  serre- 
nceud,"  and  in  every  respect  similar  to  an  ecraseur,  only  of  a 
smaller  size,  not  more  than  five  inches  in  length  (Fig.   42). 


FIG.  42.— Kceberle's  Serre-ncettd. 


With  this  instrument  the  pedicle  is  constricted  to  a  degree  of 
tightness  little  short  of  laceration,  after  which  a  silk  ligature  is 
applied  immediately  below  the  point  of  constriction,  and  the 
wire  immediately  detached.  The  cyst  is  next  cut  away,  and 
the  stump  held  outside. 

This  part  of  the  arrangement  is  effected  by  transfixing  the 
free  portion  of  the  severed  pedicle  with  a  slender  trocar  and 
canula;   the  trocar  being  withdrawn,  and   the   silver   cannla 
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allowed  to  remain  crosswise  of  the  incision."  *  He,  however, 
also  employs  a  circular  constrictor  or  clamp,  which  is  shown  by 
Fig.  43. 


FIG.  43.— Kceberle's  Ciectjlab  Clamp. 

In  October,  1863,  Mr.  Bryant  applied  seven  thick  whip- 
cord ligatures  to  the  pedicle  of  his  seventh  case,  which  proved 
unsuccessful.2 

In  November,  1864,  Mr.  Wells  treated  a  pedicle,3  two  inches 
long,  and  as  broad  as  the  hand,  by  first  applying  a  medium- 
sized  clamp,  then  a  small  ecraseur  below  the  clamp,  and  a  strong 
silken  ligature  below  the  latter.     Recovery. 

The  actual  cautery  was  first  used  in  the  treatment  of  the 
pedicle,  December  28,  1864,  by  Mr.  I.  B.  Brown,  of  London. 
He  did  not  raise  the  temperature  quite  to  white  heat.4 

In  1865,  Dr.  Murray,  of  the  Great  Northern  Hospital,  Lon- 
don, proposed  to  apply  a  ligature  in  the  form  of  the  figure 
8,  and  devised  a  trocar  which  secured  the  contact  of  the  cyst- 

1  Correspondence  of  Dr.  G.  Kimball,  Boston,  Medical  and  Surgical  Journal,  De- 
cember 26,  1867. 

2  "  Obstetrical  Transactions,"  vol.  vi.,  p.  47.  3  Case  114,  p.  316,  op.  cit. 
4  Ibid.,  vol.  viii.,  1867,  pp.  80,  31.      It  was  first  proposed  by  Dr.  J.  Clay. 
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wall  with  it.  Dr.  T.  A.  Emmet  reported  his  use  of  the  silver 
wire  in  the  same  way  in  1870.  In  August  of  this  year,  also, 
Dr.  J.  H.  Aveling,  of  the  Sheffield  Hospital,  used  a  coil-clamp, 
as  he  termed  it,  in  the  treatment  of  the  pedicle.  A  description 
of  it  is  given  in  the  "  Obstetrical  Transactions,"  vol.  viii.,  pp. 
229-231.  It  is  recommended  only  in  case  of  a  short  pedicle. 
It  was  removed  in  forty-eight  hours.     Patient  recovered. 

Masslovsky,  of  St.  Petersburg,  in  1868,  first  performed  the 
flap-operation  upon  the  pedicle,  claiming  that,  in  such  circum- 
stances, there  is  no  adhesion  of  the  pedicle  to  the  surrounding 
parts. 

Spiegelberg,  of  Breslau,  first  employed  the  galvano-caustic 
apparatus  in  the  treatment  of  the  pedicle.1 

Dr.  J.  F.  Miner,  of  Buffalo,  in  1866,  tied  the  separate  ves- 
sels in  the  pedicle,  seven  or  eight  in  number,  after  putting  on 
a  temporary  double  ligature.2 

In  1868,  Dr.  H.  P.  Storer,  of  Boston,  Massachusetts,  recom- 
mended "  pocketing  the  pedicle,  " s  as  had  been  practised,  in 
1851,  by  Langenbeck.  He  had  also  operated  by  detaching  the 
Fallopian  tube  from  the  cyst,  and  leaving  it  in  the  pelvis.  In  this 
year,  also,  Prof.  Humphrey,  of  Cambridge,  England,  practised 
torsion  of  the  pedicle  after  the  method  of  Maisonneuve  in  184:8.* 

In  1869,  Dr.  G.  H.  B.  McLeod,  of  Glasgow,  tried  twisting 
off  the  pedicle  by  means  of  two  pairs  of  stout  forceps.  He 
admits  that  short,  thick  pedicles  may  not  be  manageable  in 
this  way.  He  proposed  a  new  instrument  for  this  method  of 
treatment  in  the  Lancet,  1871,  vol.  i.,  p.  108. 6  "  The  pedicle  is 
seized  with  a  sort  of  clamp-forceps,  with  narrow,  small,  and  fe- 
male blades,  which  are  thus  capable  of  maintaining  a  very  firm 
hold,  their  apposition  being  kept  up  by  means  of  a  screw.  After 
cutting  away  the  cyst  at  the  extreme  distal  end  of  the  pedicle, 
the  stump  is  seized  with  another  pair  of  stirrup-shaped,  fenes- 
trated forceps,  also  provided  with  quadrant  and  screw  ;  this  lat- 
ter instrument  being  slowly  turned,  while  the  first-named  forceps 
is  maintained  at  rest,  the  stump  of  the  pedicle  is  by  this  means 
twisted  off  close  to  the  portion  held  by  the  first  forceps." 

1  Grenser,  p.  44.  2  Buffalo  Medical  and  Surgical  Journal,  June,  1866,  p.  423. 

3  American  Journal  of  Medical  Sciences,  January,  1868,  p.  77. 

4  American  Journal  of  Obstetrics,  February,  1869,  p.  429. 

5  American  Journal  of  Medical  Sciences,  April,  1871,  p.  5*78;  and  June,  1871,  p.  279. 
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In  1869,  also,  Dr.  J.  F.  Miner  first  practised  enucleation  of 
the  pedicle.  He  remarks,  in  regard  to  the  first  case  in  which 
he  employed  this  method,  that  the  cyst  was  universally  adherent, 
"  but  the  attachments  were  not  so  firm  but  that  they  could  be 
broken  up,  and  with  great  care  the  tumor  was  separated  from 
the  surrounding  parts  until  the  pedicle  was  reached.  The 
process  of  enucleation  had  been  carried  on  so  extensively  and 
successfully  that  encouragement  was  afforded  for  continued 
trial ;  the  pedicle  was  large  and  extended  over  a  wide  surface, 


FIG.  44. — Pea  slue's  Tcbe  fob 
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FIG.  45. — Tube  been  as  ligated  together  with 
the  Pedicle. 


but  by  gentle  and  patient  effort  it  was  separated  from  its  entire 
attachment  to  the  tumor,  and  the  immense  growth  removed 
without  the  ligation  of  a  single  vessel.  The  terminal  branches 
of  the  vessels  of  the  pedicle  gave  out  no  more  blood  than  issued 
from  the  vessels  of  the  attachment  elsewhere,  and  there  ap- 
peared no  more  occasion  for  ligature  here  than  elsewhere.     All 
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haemorrhage  soon  ceased,  and  the  incision  was  closed  by  inter- 
rupted suture."  '  He  has  since  employed  this  method  several 
times  successfully,  and  it  promises  to  be  a  very  valuable  one  in 
a  certain  class  of  cases. 

Dr.  Peaslee,  in  1869,  suggested  a  method  of  treating  the 
pedicle  on  a  principle  admitting  of  removal  of  the  constriction, 
as  well  as  the  ligature,  at  any  moment.  It  is  proposed  especially 
for  pedicles  not  too  wide  to  be  included  in  two  ligatures  only. 
His  instrument  consists  of  a  flattened  silver  tube  (Fig.  44)  three 
or  four  inches  long,  and  one-half  inch  wide,  perforated  by  holes 
one-sixteenth  of  an  inch  in  diameter,  and  one-third  of  an  inch 
apart.  The  double  ligature  transfixing  the  centre  of  the  pedicle 
is  also  drawn  through  one  of  the  holes 
in  the  tube,  and  then  the  latter  is  tied 
firmly  to  the  pedicle  while  the  two  liga- 
tures are  made  to  enclose  each  one-half 
of  the  pedicle  as  usual.  On  closing  the 
incision  the  tube  is  brought  out  through 
the  abdominal  wall,  since  it  is  left  pro- 
jecting two  inches  or  more  beyond  the 
cut  end  of  the  pedicle  ;  and  the  liga- 
tures are  passed  out  by  the  side  of  the 
tube,  one  end  of  each  ligature  having 
been  cut  close  to  the  knot  (Fig.  45). 
When  the  time  has  arrived  for  removing 
the  ligatures  (forty-eight  to  ninety-six 
hours),  a  knife-blade  of  peculiar  form, 
and  accurately  fitting  the  tube  within, 
is  passed  down  into  the  tube ;  both  liga- 
tures are  divided,  and  are  then,  together 
with  the  instrument,  removed  (Fig.  46). 

The  appearance  of  the  instrument 
in  situ,  after  closure  of  the  incision,  is 
shown  by  Fig.  50. 

In  the  same  year  Dr.  E.  Johnson, 
of  the  Sheffield  Hospital  for  Women, 
applied  silk  ligatures  to  the  pedicle,  which  were  "  secured  with 
iron-wire  coils,  the  heads  of  which  protruded  through  the  lower 
part  of  the  wound."  a . 

1  Buffalo  Medical  and  Surgical  Journal,  June,  1869,  p.  420. 

2  The  Lancet,  January,  1869,  pp.  44-46. 


FIG.  46. — Tube  been  as   with- 

BEA¥N  WITH  THE  LIGATURES. 
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Dr.  P.  J.  Hayes,  of  the  Mater  Misericordise  Hospital,  Dublin, 
in  1871,1  proposed  the  "  subperitoneal"  method  of  securing  the 
vessels  of  the  pedicle,  which  he  thinks  will  prove  especially 
useful  where  the  pedicle  is  short.  "  It  consists  in  firstly  com- 
pressing the  pedicle  between  the  blades  of  a  clamp  or  long 
forceps,  then  passing  a  needle  armed  with  a  stout  catgut  liga- 
ture beneath  a  good  thickness  of  the  serous  surface  of  the 
pedicle,  but  superficial  to  the  principal  vessels ;  the  needle 
being  withdrawn  at  the  side  opposite  to  the  point  of  entrance, 
is  again  passed  into  the  aperture  of  exit,  and  pushed  between 
the  vessels  and  peritoneal  covering  on  the  side  of  the  vessels 
opposite  its  first  passage,  until  it  can  be  withdrawn  through 
the  opening  made  by  its  first  entrance ;  then  the  ends  of  the 
catgut  ligature  are  to  be  strongly  tied  and  cut  off  short,  so  as 
to  prevent  the  possibility  of  haemorrhage  from  the  included 
vessels ;  yet,  owing  to  the  bulk  of  unligatured  substance  super- 
ficial to  the  catgut,  there  will  be  no  sloughing  of  the  end  of  the 
pedicle,  its  vitality  can  be  maintained,  and  even  adhesions  will 
probably  connect  it  with  some  adjacent  portion  of  the  peritoneal 
surface,  while,  in  time,  the  catgut  enclosed  by  living  tissue  may 
become  absorbed.  Although  bleeding  from  the  chief  vessels 
can  be  prevented  in  the  manner  described,  yet  it  is  quite  pos- 
sible that  oozing  may  take  place  from  the  divided  orifices  of 
small  circumferential  vessels.  In  such  a  case  the  actual  cautery 
applied  to  the  cut  surface  will  afford  ample  security  against 
recurrence  of  bleeding."  2 

In  1871,  Dr.  W.  W.  Greene,  of  Portland,  made  use  of  the 
spring  ligature  for  constricting  the  pedicle.  The  spring  causes 
rapid  ulceration  of  the  stump,  and  consequently  more  rapid 
withdrawal  of  the  ligatures,  which  are  removed  only  after  the 
stump  is  cut  off  by  them.  It  is  described  in  the  Boston  Medical 
and  Surgical  Journal  for  March  2,  1871,  p.  141.  Dr.  Green 
has  discontinued  the  passing  the  ligatures  from  the  Douglas 
cul-de-sac  into  the  vagina,  as  explained  on  page  438,  from  the 
suspicion  that  phlebitis  of  the  lower  extremity  on  the  same  side, 
occurring  in  several  instances  after  the  use  of  this  method,  may 
have  been  produced  by  them.3     But  this  has  also  occurred  in 

1  Dublin  Quarterly  Journal  of  Medical  Science,  November,  1871. 

2  Rankin's  Abstract  of  the  Medical  Sciences,  January,  1872,  p.  276. 

3  Boston  Medical  and  Surgical  Journal,  March  2,  1871. 
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cases  not  thus  treated.     Dr.  S.  H.  Tewksbury,  of  Portland,  re- 
gards this  as  the  best  method. 

Classification  of  the  Methods  of  treating  the  Pedicle. 
All  the  preceding  methods  of  treating  the  pedicle  may  be 
included  under  two  categories  :  those  which  leave  the  stump  of 
the  pedicle  in  its  natural  relations ;  and  those  which  bring  it 
externally  to  the  peritoneal  cavity,  so  as  to  leave  it  permanently 
adherent  to  the  abdominal  wall  at  its  line  of  correspondence 
with  the  abdominal  incision.  The  latter  is  termed  the  extra- 
peritoneal, and  the  former  the  intra-peritoneal  method.  The 
following  arrangement  gives  this  distinction,  without  stating 
the  non-essential  peculiarities  of  each  method  : 

I.  Intra-peritoneal  Methods. 

Method  of  Dr.  McDowell — One  ligature  round  the  pedicle,  one  end  or 

both  coming  through  the  abdominal  incision. 
Dr.  Chkysmae — Two  ligatures ;  one  end  of  each  coming  through  the 

incision. 
Dr.  Nathan  Smith — Arteries  separately  ligated,  and  ligatures  cut  close 

to  the  knots,  and  pedicle  returned. 
Heyfelder — Torsion  of  the  separate  vessels. 
Maisonneuve — Torsion  of  the  whole  pedicle. 

Siebold — A  ligature  round  each  half  of  the  pedicle,  cut  close  to  the  knot. 
Dr.  Simpson — The  acupressure  needle. 
Dr.  J.  L.  Atlee — The  eeraseur. 
Dr.  Murray — The  figure-of-8  ligature. 
I.  B.  Brown — The  actual  cautery. 
Dr.  Aveling — The  coil-clamp. 
Masslovsky — The  flap-operation. 
Spiegelberg — The  galvanic  cautery. 
Dr.  MoLeod — Twisting  off  the  pedicle. 
Dr.  Peaslee — Ligatures  and  flattened  tube  (p.  445). 
Dr.  Miner — Enucleation. 
Dr.  Hayes — Sub-peritoneal  constriction. 
Dr.  Greene — Spring  ligature. 
Dr.  Johnson — Iron-wire  coils. 

II.  Extra-peritoneal  Methods. 

Method  of  Stilling — Pedicle  stitched  into  the  wound ;  or  transverse 

pins  used  instead  of  sutures. 
Langenbeok — Pedicle  stitched  into  the  wound,  and  covered  by  the  skin 

of  the  abdomen. 
Hutchinson — The  clamp. 
KcEBERLE^-The  serre-nceud,  or  the  circular  clamp. 
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In  estimating  the  comparative  merits  of  the  preceding  ways 
of  management  of  the  pedicle,  they  may  be  reduced  to  a  very 
few  representative  methods : 

1.  In  the  first  place,  the  clamp  alone  may  represent  the 
extra-peritoneal  method.  That  of  stitching  the  pedicle  into  the 
incision,  and  also  covering  it  with  the  integument  of  the  ab- 
domen (Stilling's  and  Langenbeclc  s  method),  give  a  better  finish 
to  the  operation  than  the  clamp  does,  for  the  time  being ;  but 
their  application  is  less  simple  and  rapid,  they  are  not  so  certain 
a  safeguard  against  hemorrhage,  and  no  better  against  perito- 
nitis. For,  though  the  incision  is  not  completely  closed  exter- 
nally in  case  the  clamp  is  applied,  its  proper  application  secures 
a  closure  of  the  peritoneal  cavity  as  really  as  do  the  other  two 
methods.  On  the  other  hand,  the  ultimate  result  is  the  same 
in  each  of  the  three  methods — a  permanent  connection  between 
the  pedicle  and  the  abdominal  walls  in  the  portion  of  the  inci- 
sion with  which  it  was  brought  in  contact.  The  use  of  pins, 
placed  transversely  through  the  pedicle  and  the  incisions,  may 
be  regarded  as  obsolete ;  and  M.  Kceberle's  serre-nceud  and 
circular  clamp  have  no  advantage  over  the  clamp  more  gener- 
ally used. 

2.  The  intra-peritoneal  methods  may  also  be  very  much 
simplified  for  comparison  ;  the  prime  division  being  into — 1. 
Those  which  include  the  application  of  ligatures  to  the  pedicle ; 
and — 2.  Those  which  entirely  dispense  with  them. 

I.  Intra-peritoneal  Methods  requiring  Ligatures. 

C  a.  Coming  through  incision. 

1.  Ligatures  to  the  pedicle.    <  o.  Cut  close  to  knot. 

(  c.  Peaslee's  method. 

2.  Ligatures  to  the  separate  vessels  of  the  pedicle. 

3.  Sub-peritoneal  constriction. 

4.  The  flap-operation. 

II.  Intra-peritoneal  Methods  dispensing  with  Ligatures. 

1.  Torsion  of  the  separate  vessels. 

2.  Torsion  of  the  whole  pedicle. 

3.  The  acupressure  needle. 

4.  The  ecraseur. 

5.  The  actual  cautery. 

6.  The  galvanic  cautery. 

7.  Enucleation. 
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So  long  as  surgeons  hesitated  to  include  the  peritonseum  in 
the  ligatures,  from  the  fear  of  thus  exciting  inflammation  of  that 
membrane,  the  vessels  of  the  pedicle  were  by  some  operators 
separately  tied ;  but  since  experience  has  shown  that  there  is 
no  special  ground  for  that  apprehension,  their  example  has  been 
but  very  rarely  followed.  Hereafter,  ligatures  will  be  mostly 
applied,  if  at  all,  directly  around  the  pedicle,  in  two  or  more 
portions  as  its  dimensions  may  require.  This  method,  there- 
fore, with  its  three  modifications  above  mentioned,  may  alone 
represent  the  first  form  of  the  intra-peritoneal  method.  From 
a  preceding  remark,  it  will  be  seen  that  I  do  not  regard  sub- 
peritoneal constriction  as  an  improvement ;  and  I  include  the 
flap-operation  in  the  same  category. 

The  forms,  however,  which  entirely  dispense  with  the  liga- 
ture, cannot  be  so  easily  disposed  of,  being  seven  in  number, 
and  all  commending  themselves,  by  the  fact  that  no  foreign 
substance  is  left  in  the  peritoneal  cavity,  nor  in  contact  with 
the  wound,  after  the  operation  is  completed.  I,  however,  here 
dismiss  acupressure,  as  the  most  difficult  and  the  least  reliable 
of  these  methods. 

Torsion  of  the  separate  vessels  of  the  pedicle  has  recently 
been  quite  successfully  applied  by  Dr.  Beebe,  of  Chicago.1  Of 
five  cases  thus  treated,  four  recovered.  He  met  with  more  diffi- 
culty in  managing  the  veins  than  the  arteries.  Like  torsion  of 
the  whole  pedicle,  it  is  a  method  applicable  only  when  the  latter 
is  long  and  its  vessels  are  small.  The  vessels  should  be  twisted 
to  the  extent  of  three-quarters  of  an  inch  to  an  inch.  Torsion 
of  the  whole  pedicle  has  recently  succeeded  in  Mr.  Jessup's 
hands  ; a  but  both  these  methods,  as  well  as  the  use  of  the 
ewaseur,  leave  in  the  mind  of  the  operator  an  apprehension 
of  haemorrhage  for  the  next  forty-eight  hours,  which  the  most 
cautious  will  avoid  by  resorting  to  some  other  method.  I  agree 
with  Mr.  I.  B.  Brown,  that  the  ecraseur  requires  too  much  time 
for  its  application  in  ovariotomy,  while  it  also  risks  a  rupture 
of  the  parts  continuous  with  the  pedicle,  and  especially  of  en- 
larged veins  often  found  surrounding  it,  by  the  unequal  traction 
on  its  different  portions. 

1  American  Journal  of  Medical  Sciences,  April,  1871,  p.  353. 

2  The  Lancet,  December,  1871,  p.  054. 
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The  galvanic  cautery  has  not,  thus  far,  fulfilled  the  expec- 
tations of  the  few  who  have  employed  it.  Spiegelberg  lost  a 
case  from  gangrene  of  the  stump  of  the  pedicle  after  its  use.1 

In  favor  of  the  actual  cautery,  however,  much  more  may  be 
said.  Mr.  I.  B.  Brown  had,  in  1868,  used  it  in  forty-six  cases, 
of  which  forty-one  recovered.2  This  statement,  however,  gives 
too  strong  an  impression  in  favor  of  this  method,  since  in  quite 
a  number  of  instances  the  cautery  failed  to  arrest  the  haemor- 
rhage from  the  pedicle,  as  has  been  stated  (p.  266),  and  one  or 
more  ligatures  were  applied  before  it  was  returned  into  the 
abdomen.  Such  cases  should  of  course  be  reported  as  treated 
by  the  ligature,  and  not  by  the  cautery.  It  was  remarked  to 
me,  when  present  at  two  of  Mr.  Brown's  operations,  that  the 
cautery  generally  fails  to  arrest  the  haemorrhage  unless  the 
pedicle  is  thick  and  fleshy ;  for  the  reason,  I  suppose,  that  the 
clamp  so  compresses  a  thin  pedicle  and  collapses  its  vessels,  that 
the  heat  of  the  cautery  is  not  communicated  to  it  sufficiently  to 
act  upon  the  latter.  The  statement,  therefore,  of  Mr.  Brown, 
that  the  cautery  is  applicable  in  every  case,  must  not  be  un- 
derstood to  mean  that  it  can  in  every  case  be  relied  upon  to 
control  haemorrhage.  At  the  discussion  upon  this  subject3  in 
the  London  Obstetrical  Society,  Dr.  Parsons  objected  to  the 
use  of  the  actual  cautery,  that  haemorrhage  would  be  likely  to 
ensue  if  vomiting  should  occur.  Dr.  Routh  has,  however, 
since  had  a  case  in  which  the  cautery  was  tested  by  severe  vom- 
iting, but  haemorrhage  did  not  ensue.4  He  advocates  its  use 
when  the  arteries  of  the  pedicle  are  not  larger  than  the  radial 
or  ulnar;  while,  if  of  the  size  of  the  femoral,  ligatures  should 
be  applied.5 

Mr.  "Wells  found  the  actual  cautery  so  unreliable  that  he  has 
long  since  entirely  discontinued  its  use.  Prof.  White,  of  Buf- 
falo, is,  I  think,  the  only  one  in  this  country  who  generally 
uses  it,  and  it  is  scarcely  employed  at  all  on  the  Continent.  I 
do  not  think  this  method  should  be  entirely  discarded.  It  may 
be  used  as  defined  by  Dr.  Routh,  but  always  with  the  expecta- 
tion that  the  ligature  may  be  also  required.     Then,  if  it  be 

1  "Archiv  fur  Gynaekologie,"  B.  I.,  18*70.  2  Op.  cit.,  p.  27. 

8  "  Obstetrical  Transactions,"  vol.  viii.,  pp.  30,  31.         4  Ibid.,  vol.  viii.,  p.  131. 

5  The  Lancet,  1866,  vol.  ii.,  p.  518. 
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found  that  the  cautery  alone  actually  controls  the  bleeding,  the 
incision  may  be  entirely  closed,  and  no  foreign  body  be  left  in 
the  peritoneal  cavity.  The  iron  should  be  used  at  a  tempera- 
ture somewhat  below  white  heat,  and  be  applied  for  some  time 
to  the  end  of  the  stump,  so  that  the  heat  may  penetrate  to  some 
distance  into  the  substance  of  the  pedicle.  Mr.  Brown  asserts 
that  many  others  have  failed  in  its  use,  from  not  taking  this  last 
precaution.1 

Enucleation  is  a  method  of  treating  the  pedicle  which  has 
hitherto  been  resorted  to  only  in  this  country.  It  cannot  be 
regarded  as  of  universal  application,  but  may  succeed  in  many 
cases  of  oligocysts  and  monocysts  with  only  small  vessels  in  the 
pedicle.  It  will,  however,  be  found  most  valuable  of  all  in  cases 
of  cysts  so  adherent  to  the  viscera  or  the  walls  of  the  pelvis  as  to 
forbid  extraction  in  any  other  way,  and  will  therefore,  if  prop- 
erly understood,  hereafter  diminish  the  number  of  uncompleted 
ovariotomies.  I  have  already  spoken  of  its  advantages  in  these 
circumstances  in  connection  with  the  detachment  of  pelvic  ad- 
hesions (p.  430).  It  must,  however,  be  understood  that  enu- 
cleation, under  such  circumstances,  will  very  seldom  dispense 
with  the  use  of  ligatures.  Its  excellence  consists  in  its  capa- 
bility of  removing  the  cyst  when  no  other  method  can  succeed, 
and  not  in  any  superiority  in  cases  in  which  the  other  intra- 
peritoneal methods  usually  succeed. 

The  Comparative  Iferits  of  the  Preceding  Methods  of  treating 

the  Pedicle. 

After  what  has  just  preceded,  I  need  merely  to  consider  the 
question  between  the  clamp  as  the  representative  of  the  extra- 
peritoneal methods  on  the  one  hand,  and  the  ligature  on  the 
other.  For,  though  several  of  the  intra-peritoneal  methods  are 
adapted  to  the  circumstances  I  have  specified  in  my  remarks 
respecting  them,  until  some  satisfactory  method  of  carrying 
into  effect  the  principle  I  have  proposed  on  page  445  has  been 
devised,  the  general  question  as  well  as  the  general  practice 
must  be  between  the  two  methods  just  mentioned.  It  will  also 
be  understood  that  I  speak  of  the  ligature  in  this  comparison. 

1  See  Mr.  P.  Harper's  remarks  on  "The  Actual  Cautery,"  in  the  Lancet,  \%&ly 
p.  118. 
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with,  the  clamp,  only  as  used -by  ovariotomists  at  the  present 
time — the  end  being  either  brought  through  the  incision,  or  cut 
close  to  the  knot. 
I  shall  consider — 

1.  The  objects  which  should  be  aimed  at  by  every  method 
of  treatment  of  the  pedicle. 

2.  The  alleged  advantages  of  each  of  the  two  methods  to 
be  compared. 

3.  The  alleged  objections  to  each. 

4.  A  comparison  of  their  actual  merits  ; 

5.  As  confirmed  by  the  statistics  of  each. 

1.  The  essential  objects  to  be  secured  by  all  methods  of  treat- 
ing the  pedicle  are  but  two  in  number  : 

a.  Security  against  haemorrhage  from  the  divided  vessels  of 
the  pedicle. 

h.  The  avoidance  of  agencies  producing  or  predisposing  to 
peritonitis  or  septicaemia,  since  these  two  conditions  are  the 
most  common  causes,  as  has  been  seen,  of  a  fatal  result. 

With  some  it  is  deemed  important  to  close  the  incision 
throughout  at  the  time  of  the  operation.  But  this  is  a  matter 
of  preference  merely,  rather  than  of  very  great  practical  im- 
portance, since  the  peritoneal  cavity  itself  is  closed,  and  the 
admission  of  air  prevented,  by  the  careful  use  of  all  the  methods 
I  have  mentioned.  And,  as  a  rule,  nothing  occurring  in  the 
incision  outside  of  the  peritoneal  cavity  determines  a  fatal 
result.  The  method,  therefore,  which  best  fulfils  the  two  inten- 
tions just  mentioned  is  the  best,  and  should  take  the  precedence. 
But  the  form  and  dimensions  of  the  pedicle  vary  so  much  in 
different  cases  that,  as  might  be  expected,  no  one  exclusive 
method  is  yet  known  which  is  found  to  be  the  best  for  all  possi- 
ble conditions. 

2.  The  alleged  advantages  of  the  clamp  are  : 

a.  Its  facility  of  application,  it  being  in  fact  the  simplest 
method  of  treatment,  and  therefore  best  adapted  to  the  inex- 
perienced. 

b.  Its  reliability  in  preventing  haemorrhage,  and  the  facility 
it  affords  for  arresting  it,  should  it  occur.  In  the  last  respect 
its  superiority  is  incontestable ;  in  the  preceding  it  must  be 
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compared  with  the  ligature,  since  we  have  seen  that  it  failed  to 
arrest  haemorrhage  three  times  even  in  one  of  Stilling's  cases. 

c.  It  does  not  predispose  to  peritonitis  nor  septicaemia,  since 
it  leaves  no  foreign  body  in  the  peritoneal  cavity.  Except  so 
far  as  dragging  upon  the  parts  continuous  with  the  pedicle  may 
predispose  to  peritonitis,  this  is  true. 

d.  It  is  a  comfort  to  have  the  pedicle  in  sight,  especially  if 
it  be  of  the  vascular  kind  (Grenser).     Not  a  controlling  reason. 

The  alleged  advantages  of  the  ligature  are  : 

a.  It  can  be  applied  in  all  cases.  But  this  fact  cannot  be 
adduced  as  a  reason  for  applying  it  in  all  cases  as  an  exclusive 
method,  since  it  does  not  prove  that  it  is  best  in  all  or  in  a  ma- 
jority of  cases.     Other  considerations  must  settle  this  question. 

ft.  It  is  the  most  reliable  method  of  preventing  haemorrhage 
from  the  pedicle.  But  it  has  failed  as  well  as  the  clamp  ;  espe- 
cially when  it  did  not  transfix  the  pedicle,  as  in  Mr.  Wells's 
one  hundred  and  second  case.1 

c.  It  admits  of  a  complete  closure  of  the  incision,  if  its  ends 
are  cut  close,  and  very  nearly  so  if  they  are  brought  through 
the  incision.  But  this  is  rather  a  matter  of  taste  and  conven- 
ience than  of  much  practical  importance. 

d.  It  does  not  drag  upon  the  pedicle  ;  a  very  important 
point.  But  it  has  been  so  applied  as  to  drag  on  the  pedicle,  as 
in  the  eightieth  case  of  Mr.  Wells.2  The  pedicle  was,  however, 
of  the  shortest  possible  kind.     The  patient  recovered. 

3.  The  alleged  objections  to  the  clamp  are : 

a.  It  prevents  the  entire  closure  of  the  incision.  Practically 
not  important. 

ft.  It  requires  care  and  attention  for  several  days  after  the 
operation.  Also  unimportant.  So  does  the  ligature,  unless  cut 
close  to  the  knot,  and  for  a  still  longer  time. 

c.  It  produces  traction  of  the  pedicle,  if  not  sufficiently  long, 
and  serious  symptoms  therefrom — as  headache,  severe  pain  re- 
ferred to  the  hip,  sciatica,3  vomiting,  and  even  fatal  collapse. 
Kiwisch,  therefore,  and  all  subsequent  writers,  have  called  at- 
tention to  dragging  of  the  pedicle  as  something  always  to  be 
avoided.     Dr.  Lyon's  case,  reported  in  the  Lancet,  November, 

1  Op.  cit.,  pp.  267,  268.  2  Op.  cit.,  p.  199.  3  Ibid.,  pp.  130,  133,  195. 
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1863,  died  in  consequence  of  it  in  sixty-eight  hours ;  and  four 
other  instances  of  its  fatal  effects  are  reported  in  the  same  jour- 
nal for  April,  1861,  p.  323.  It  should  also  be  added  that  drag- 
ging may  occur  from  the  application  of  the  clamp  even  in  case 
of  a  long  pedicle,  if  the  abdominal  walls  be  very  thick,  or  should 
tympanites  or  violent  coughing  or  retching  occur  after  the  oper- 
ation. The  symptoms  were  so  violent  in  one  of  Mr.  Wells's 
cases  that  he  removed  the  clamp  in  four  hours  after  the  opera- 
tion, though  the  patient  recovered. 

From  the  preceding  it  must  be  inferred  that  the  clamp  should 
be  applied  only  in  case  of  a  long  pedicle ;  i.  e.,  long  enough  to 
project  freely  through  the  incision  of  the  abdominal  walls  with- 
out any  tension. 

d.  It  necessitates  a  permanent  union  of  the  pedicle  with  the 
abdominal  walls,  in  its  original  line  of  exit  through  the  abdomi- 
nal incision.  This  has  been  deemed  a  very  important  objec- 
tion, since  it  has  often  led  to  menstruation  at  the  site  of  the 
incision,  the  Fallopian  tube  still  remaining  open  ;  and  may 
predispose  to  internal  strangulation  of  a  portion  of  intestine, 
and  to  miscarriage  if  pregnancy  should  occur. 

But  the  abdominal  menstruation,  a  mere  inconvenience  for 
the  time,  ceases  after  a  few  months ;  and  pregnancy  is  found 
not  to  be  interfered  with  by  the  adhesion  of  the  pedicle  to  the 
abdominal  wall.  Strangulation  of  intestine  has,  however,  oc- 
curred in  three  or  four  instances  of  all  the  cases  in  which  the 
clamp  has  been  applied,  and  generally  some  weeks  after  the  oper- 
ation. Mr.  Wells's  seventeenth  case  terminated  fatally,  from 
intestinal  obstruction,  in  forty-six  hours  after  the  operation ; 1 
but  here  the  ligature  was  used,  and  the  strangulation  did  not 
depend  on  the  treatment  of  the  pedicle.  This  should,  therefore, 
not  be  a  prevalent  objection  to  the  clamp.  It  is  an  unsurgical 
method  to  contemplate ;  but  fancy  must  give  way,  when  vital 
results  hang  upon  the  measure  adopted. 

e.  Two  clamps  cannot  be  easily  applied  in  case  of  double 
ovariotomy.  Still  Mr.  I.  B.  Brown,  in  one  instance,  applied 
four  clamps.2 

f.  The  clamp  has  failed  to  arrest  the  haemorrhage  in  the 
most  experienced  hands.      It  slipped  from   a  portion  of  the 

1  Op.  cit.,  pp.  62-67.  2  The  Lancet,  June,  1863,  p.  409. 
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pedicle,  in  consequence  of  retching  and  vomiting,  in  two  of 
Mr.  Wells's  earlier  cases — ISTos.  90  and  103. '  The  bleeding  was 
arrested  by  a  ligature  in  the  former  case,  and  the  clamp  was 
tightened  again  in  the  latter.     Both  patients  died. 

g.  The  clamp  gives  rise  to  very  serious  accidents.  In  one 
of  Dr.  Keith's  cases,  "in  a  fit  of  coughing  the  clamp  broke 
away  from  its  moorings,  and  slipped  entirely  into  the  cavity  of 
the  abdomen.  It  could  not  be  reached  by  the  fingers,  and 
remained  undisturbed  for  ten  days,  when  being  detached  from 
the  pedicle,  it  was  finally  extracted,  the  patient  meanwhile  ex- 
periencing no  serious  interruption  to  her  convalescence  and 
recovery."  2 

Another  accident  produced  by  the  clamp  is  a  hernia  of  the 
pedicle.  Of  Mr.  "Wells's  first  one  hundred  cases,  this  accident 
occurred  three  times  (Cases  47,  53,  and  84).3  These  three  pa- 
tients recovered.  It  also  occurred  in  his  two  hundred  and 
twelfth  case.     Recovery.* 

The  alleged  objections  to  the  ligature  are : 

a.  That  it  is  a  foreign  body  in  the  peritoneal  cavity,  and, 
by  producing  an  exudation,  predisposes  to  peritonitis.  But  an 
exudation  does  not  necessitate  peritonitis,  as  some  writers  have 
assumed ;  and  the  latter  has  been  inferred  a  priori,  but  not 
proved.  The  proportion  of  deaths  from  peritonitis  after  the  use 
of  the  ligature  is  not,  in  fact,  in  the  same  class  of  cases,  greater 
than  after  the  application  of  other  methods,  the  clamp  included. 
The  tolerance  of  contact  of  foreign  bodies  by  the  diseased  peri- 
tonaeum has  already  been  illustrated.  Mr.  Wells,  on  the  other 
hand,  did  not  "remember  any  successful  case  in  which  peri- 
tonitis occurred,  when  the  pedicle  had  been  kept  out."  6  Many 
might  possibly  say  the  same  of  the  ligature,  since,  whether  the 
latter  or  the  clamp  be  used,  peritonitis  generally  makes  a  case 
unsuccessful.  The  assertion,  therefore,  that  the  ligature  per  se 
produces  peritonitis,  is  not  sustained. 

h.  It  has  been  asserted  that  the  ligature  causes  the  pedicle 
to  slough  off  in  the  peritoneal  cavity,  where  it  is  absorbed  as 

1  Op.  cit.,  pp.  230,  272. 

2  Dr.  G.  Kimball's  correspondence,  Boston  Medical   and  Surgical  Journal,  De- 
cember 26,  1867,  p.  454. 

3  Ibid.,  pp.  130,  140,  217.        *  Ibid.,  p.  307.       6  The  Lancet,  June,  1863,  p.  409. 
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putrid  matter,  and  produces  septicaemia.  The  following  quota- 
tion from  my  monograph  on  ovariotomy,  published  in  June, 
1864,  will  give  my  reasons  at  that  time  for  rejecting  this  idea 
as  erroneous : 

"  The  assertion  that  the  ligature  produces  a  slough  of  the 
pedicle,  which  is  separated  and  absorbed  as  putrid  matter, 
needs  confirmation.  Dr.  A.  T.  Barnes,  of  London,  says  that 
no  such  sloughing  takes  place  ; l  while  Mr.  Wells  had  a  patient 
die  in  thirty  hours  after  the  operation,  from  absorption,  as  he 
believes,  of  putrid  matter  from  the  sloughing  stump.  Dr. 
Miller,  of  Louisville,  Kentucky,  says  '  there  is  no  reason  to  be- 
lieve that  there  is  any  difference'  in  the  suppuration  and 
sloughing,  whether  the  pedicle  is  kept  outside  or  left  in  the 
peritoneal  cavity.  I.  B.  Brown  seems  to  admit  the  sloughing 
internally ;  but,  as  he  returns  the  pedicle  into  the  peritoneal 
cavity  on  the  second  or  third  day,  after  slipping  off  the  clamp 
— when  the  stump  must,  of  course,  be  just  as  dead  as  if  the 
ligature  had  been  in  its  place  the  same  length  of  time  (and 
more  so,  if  there  be  any  difference,  from  its  exposure  to  the 
air) — he  does  not  appear  to  fear  any  serious  result  from  its 
sloughing  and  absorption.  Indeed,  he  says  there  is  as  much 
danger  from  the  air  entering  the  peritoneal  cavity  as  from  the 
sloughing  pedicle."  2 

Now,  I  am  unable  to  find  the  facts  which  sustain  the  idea 
either  that  any  such  sloughing  of  the  pedicle,  or  therefore  any 
such  absorption  of  putrid  matter,  actually  takes  place  from  the 
use  of  the  ligature — unless  in  very  rare  and  exceptional  cases. 
On  the  other  hand,  the  considerations  soon  to  be  specified 
point  to  the  opposite  conclusion.  In  opposition,  however,  to 
Dr.  Miller's  idea,  I  think  there  "  is  a  reason  to  suppose  "  that 
the  suppuration  and  sloughing  of  the  stump  would  not  be 
precisely  the  same,  if  enclosed  in  a  cavity  of  a  uniform  tem- 
perature, and  excluding  the  air,  as  if  it  were  kept  exposed 
externally.  But  the  following  facts  seem  to  me  to  decide  the 
question  : 

1.  I  have  examined  the  reports  of  many  fatal  cases  with 
special  reference  to  this  point ;  but  in  only  a  single  instance  is 
it  stated  that  the  stump  was  in  a  sloughy  condition.     In  this 

1  The  Lancet,  1861,  p.  483.  J  Ibid.,  April,  1859,  p.  322. 
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case,  however,  the  pedicle  was  kept  outside,  and  was  found 
"sloughing"  seventy-six  hours  after  the  operation. 

2.  In  a  case  in  which  I  removed  most  of  the  body  of  the 
uterus,  the  patient  died  six  days  after,  of  strangulation  of 
intestine  through  the  incision,  produced  by  violent  cough. 
Here  the  post  mortem  showed  the  stump  included  in  the  double 
ligature  not  to  be  sloughy ;  but,  on  the  contrary,  to  be  alive 
and  nearly  healed  over  by  the  exudation  (just  sufficient  to 
afford  the  required  amount  of  material)  which  had  been  poured 
out.  Nor  was  there  any  trace  of  inflammation  in  the  vicinity 
of  the  stump. 

3.  An  experimental  fact,  quoted  by  Dr.  Kouth  to  show  the 
great  danger  of  septicaemia  from  sloughing  of  the  pedicle  if  the 
ligature  is  applied,1  proves  that .  no  such  sloughing  occurs.  I 
refer  for  the  facts  to  page  265.  "Were  there  sloughing,  the 
fever  (from  septicaemia)  should  be  the  rule  and  not  the  excep- 
tion. Three  of  my  own  patients  had  septicaemia  ;  but  all  from 
a  source  unconnected  with  the  pedicle ;  though  the  ligatures 
were  retained  eighteen  weeks  in  another  case  in  which  septi- 
caemia did  not  occur. 

I  am  therefore  compelled  to  conclude  that  the  second  objection 
also  to  the  ligature — that  it  produces  a  putrid  slough  of  the  ped- 
icle, to  be  absorbed,  and  thus  also  septicaemia — is  not  sustained. 

"  What,  then,  actually  becomes  of  the  constricted  portion  of 
the  pedicle  %  As  the  portion  of  the  femoral  artery  below  the 
ligature,  in  case  of  a  flap-amputation  of  the  thigh  that  heals  by 
first  intention,  is  surrounded  by  exuded  plasma,  and  kept  alive 
in  spite  of  the  constriction,  so  that,  when  the  ligature  even  cuts 
it  off  entirely  by  exciting  ulceration,  it  does  not  slough,  but 
becomes  blended  with  the  surrounding  tissues  and  the  organ- 
ized exudation,  so  here,  I  suppose,  the  constricted  portion  of 
the  pedicle  is  enclosed  in  the  exudation  and  kept  alive.  In 
some  cases,  however,  the  pedicle  seems  merely  to  become 
atrophied  and  the  ligature  slips  over  the  end.  The  former 
explanation  is  the  more  probable  one  in  cases  in  which  the 
ligature  is  retained  a  very  long  time.  But  if  neither  of  these 
explanations  be  accepted,  there  is  no  fact  to  prove  that  the 
stump  does  not  at  any  rate  usually  retain  its  vitality." 2 

1  The  Lancet,  September,  1861,  p.  183.  s  "  Monograph,"  p.  82. 
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In  1865  I  had  demonstrated  the  correctness  of  the  opinion 
jnst  quoted,  by  post-mortem  examinations  of  three  fatal  cases; 
and  my  statements  were  published  by  me  in  May,  1867,  as 
quoted  on  p.  265.  They  had  also  been  reported  to  the  London 
Obstetrical  Society  at  its  meeting  on  November  1,  1865,  by 
Dr.  Marion  Sims.1 

Since  1868  I  have  had  repeated  opportunities  to  confirm 
the  statements  made  in  1867 ;  and  can  affirm  that  in  no  instance 
have  I  found  a  pedicle,  treated  with  a  ligature,  in  a  sloughing 
condition,  nor  have  I  ever  lost  a  patient  from  any  cause  at- 
tributable by  any  possibility  to  the  ligature,  nor  to  any  agency 
affecting  the  pedicle. 

In  1868,  Spiegelberg  and  Waldeyer  experimented  on  dogs 
to  ascertain  the  condition  of  the  stump  after  ligature  of  the 
pedicle,  and  found,  as  I  had  already  demonstrated  in  woman, 
that  the  former  does  not  slough,  but  becomes  attached  to  any 
surface  which  it  touches.2  Dr.  T.  Masslovsky,  of  St.  Peters- 
burg, had  also  previously  made  similar  experiments  on  dogs, 
with  the  same  result.3  In  two  fatal  cases  after  ovariotomy, 
Spiegelberg  also  found  the  pedicle  had  not  sloughed  ;  and  in  a 
case  of  death  occurring  at  the  London  Hospital  for  Women, 
three  months  and  eight  days  after  ovariotomy,  the  ligature,  cut 
short  at  the  time  of  the  operation,  could  not  be  found — it  being 
quite  embedded  in  the  pedicle.4  In  some  cases  which  have 
been  carefully  observed  new  cells  and  fibres  have  been  found 
penetrating  among  the  fibres  of  the  ligature,  and  becoming 
blended  with  them. 

The  second  count  against  the  ligature,  therefore,  that  it  pro- 
duces sloughing  of  the  pedicle  and  consequent  septicaemia,  is 
not  sustained.  Sloughing  has  occurred  as  a  very  uncommon  ex- 
ception, and  in  a  much  debilitated  patient,  from  the  application 
of  the  ligature.  It  occurred  in  Mr.  Wells's  sixtieth  case,  though 
the  patient  died  of  exhaustion  fifty-nine  hours  after  the  opera- 
tion. But  the  traction  of  the  clamp  has  far  more  frequently 
produced  sloughing  of  the  pedicle,  of  which  several  instances  in 

1  "  Obstetrical  Transactions,"  vol.  vii.,  p.  232. 

2  Rankin's  "  Abstract,"  July,  1869,  pp.  200-204 ;  and  London  Medical   Times 
and  Gazette,  November  28,  1868. 

3  Edinburgh  Medical  Journal,  December,  186V,  p.  538. 
*  The  Lancet,  March  9,  1872. 
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the  practice  of  Spiegelberg,  Veit,  Simon,  and  I.  B.  Brown,  will 
be  given  in  the  concluding  section  of  this  work. 

c.  Finally,  it  has  been  objected  that,  as  menstruation  goes 
on  through  the  abdominal  walls  after  the  use  of  the  clamp,  so, 
in  case  the  ligature  is  used,  it  continues  into  the  peritoneal 
cavity,  and  may  thus  produce  haematocele,  which  may  prove 
fatal.  The  ligature  was  solely  used  for  about  fifty  years  before 
the  clamp  was  thought  of,  and  in  hundreds  of  cases  since.  If 
there  be  any  real  force  in  the  objection  just  stated,  it  would 
seem  to  be  high  time  that  the  first  fatal  case  of  the  kind  had 
been  met  with. 

4.  If,  now,  we  institute  a  direct  comparison  of  the  clamp  and 
the  ligature,  it  must  be  by  all  admitted,  in  respect  to  the  prime 
object  of  every  treatment  of  the  pedicle,  that  there  is  no  securer 
safeguard  against  haemorrhage  than  the  ligature  with  any  pedi- 
cle, but,  above  all,  with  a  long  one.  It  is  therefore  precisely 
what  is  always  resorted  to,  if  other  means  (the  clamp  included) 
fail  to  arrest  the  bleeding.  It  is  only  in  case  of  a  short  pedicle 
that  the  ligature  slips  off,  and  even  then  but  very  seldom,  if  ap- 
plied by  an  experienced  hand.  But  the  clamp  may  also  slip, 
even  from  a  long  one.  In  respect  to  the  direct  causation  of 
peritonitis  and  septicaemia,  the  clamp  has  a  theoretical  reputa- 
tion for  superiority  which  does  not,  however,  as  I  have  shown, 
stand  the  test  of  a  scientific  investigation. 

But  in  this  comparison  the  question  is  really  whether  the 
clamp  or  the  ligature  is  preferable  in  cases  of  long  pedicle  alone ; 
since  the  former  entirely  gives  place  to  the  ligature  in  cases  of 
short  pedicle.  Recollecting  that  the  cases  of  long  pedicle,  to 
which  alone  the  clamp  is  applicable,  are  always  the  most  favor- 
able cases  as  a  class,  however  treated,  we  should  find  the  liga- 
ture also  here  to  succeed,  unless  it  is  in  itself  an  objectionable 
method.  I  find  no  instance  in  which  an  operator  treated  all 
his  cases  of  long  pedicle,  specifying  their  number,  by  the  liga- 
ture ;  and  another  who  treated  an  equal  number  of  the  same 
class  of  cases  with  the  clamp  ;  so  that  the  results  may  be  directly 
compared.  But  the  following  view  of  the  question  will  enable 
us  to  very  nearly  appreciate  their  relative  merits  : 

If  two  operators,  supposed  to  be  equally  skilful,  have  per- 
formed the  same  number  (and  a  large  number)  of  ovariotomies, 
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each  set  of  cases  being  supposed  to  be  equal  as  to  tlie  length  of 
pedicle  and  other  conditions,  and  if  one  treats  all  his  cases  by 
the  ligature,  and  the  other  all  his  cases  of  long  pedicle  by  the 
clamp,  and  the  rest  by  the  ligature ;  it  follows  that  he  who  has 
the  highest  amount  of  success  shows  his  own  method  to  be  su- 
perior; the  difference,  of  course,  depending  on  the  manage- 
ment of  the  long  pedicles  in  both  cases,  since  the  short  pedicles 
are  treated  in  the  same  way  in  both. 

In  application  of  the  preceding  proposition,  I  add  that  Dr. 
Charles  Clay  treated  all  of  his  first  two  hundred  and  fifty  cases 
with  the  ligature,  and  had  one  hundred  and  eighty-two  re- 
coveries ;  Mr.  Wells  treated  his  first  two  hundred  and  fifty  cases 
generally,  i.  e.,  if  the  pedicles  were  long,  with  the  clamp,  and 
the  remainder  of  the  cases  mostly  with  the  ligature,  and  had 
one  hundred  and  eighty  recoveries.  The  ligature,  therefore, 
does  not  suffer  in  comparison  with  the  clamp,  as  applied  en- 
tirely to  long  pedicles.  If  it  be  remarked  that  Mr.  "Wells  did 
not,  as  I  have  supposed,  always  apply  the  ligature  in  the  cases 
of  short  pedicle,  it  may  be  replied  that  it  is  quite  as  possible  as 
is  the  opposite  conjecture  that  the  success  with  that  class  also 
would  have  been  better  if  he  had  done  so. 

Much  stress  has  been  laid  (not  by  himself)  on  the  statement 
by  Mr.  Wells  that,  of  five  cases  treated  by  him  with  the  ligature, 
three  died,  and  "  two  recovered  probably  more  quickly  than  if 
treated  by  any  other  method,"  though  he  thought  there  was 
more  evidence  of  sthenic  peritonitis  than  often  seen  when  the 
clamp  is  used.  One  of  the  three  fatal  cases,  he  believed,  would 
have  died  under  any  treatment.  The  other  two  died  of  diffuse 
peritonitis,  and  might,  Mr.  Wells  thought,  have  done  better  if 
the  clamp  had  been  used.1  Is  the  value  of  the  ligature  to  be 
decided  by  the  results  of  five  cases  only  of  any  operator  \  If 
so,  I  may  also  adduce  my  own  first  six  cases,  all  treated  by  the 
ligature,  and  all  successful.  Suppose  the  clamp  to  be  tried  by 
the  same  kind  of  test.  Of  the  last  fourteen  cases  of  Mr.  Wells's 
third  one  hundred,  ten  died,  and,  of  these  ten  cases,  seven  were 
treated  by  the  clamp.  But  we  have  already  seen  (p.  399)  that 
this  result  was  ascribed  by  Mr.  Wells  to  an  unfavorable  state 
of  the  atmosphere  at  the  time. 

1  "  Obstetrical  Transactions,"  vol.  vi.,  p.  '72. 
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5.  The  statistics  for  deciding  the  comparative  merits  of  the 
ligature  and  the  clamp  are  not  so  extensive  as  might  be  desired, 
since  the  clamp  has  been  of  late  so  generally  used  by  the  most 
experienced  operators.  The  ligature  has,  however,  been  tested 
in  nearly  four  hundred  and  fifty  collected  cases,  and  with 
results  not  equalled  by  the  use  of  the  clamp  in  the  same  number 
of  cases  in  the  hands  of  as  many  different  operators. 

Kceberle  made  the  general  statement,  in  1864,1  that  he  had 
found  that,  of  cases  without  adhesions,  or  with  adhesions  not 
requiring  ligatures,  the  extra-peritoneal  method  of  treating  the 
pedicle  saved  four-fifths  (eighty  per  cent.),  while  the  intra-peri- 
toneal  saved  three-fourths  (seventy-five  per  cent.).  But  this 
must  not  be  taken  as  a  correct  expression  of  the  relative  merits 
of  the  clamp  and  the  ligature  in  cases  as  they  occur  in  practice 
and  at  the  present  time.  For  his  first  class  includes  only  cases 
of  long  pedicle.  Mr.  Wells,  who  has  used  the  clamp  when  possi- 
ble, saved  sixty-six  per  cent.  (p.  368)  of  his  first,  seventy-two  of 
his  second,  seventy-seven  of  his  third,  and  seventy-eight  per 
cent,  of  his  fourth  hundred  cases.  Dr.  W.  L.  Atlee  has  saved 
about  seventy  per  cent,  of  his  cases  by  the  use  of  the  clamp, 
when  practicable.  Dr.  Keith  saved  eighty-one  per  cent,  of  his 
first  one  hundred  cases ;  but  it  was  not  the  clamp  which  secured 
his  remarkable  success,  since  he  made  no  peculiar  use  of  that  in- 
strument. The  actual  results  from  the  use  of  the  ligature  are 
6hown  by  the  following  table  : 


OPERATORS. 

Cases. 

Recovered. 

Died. 

Per  cent,  saved. 

Dr.  Charles  Clay 

"   Bradford 

250 

60 

30 

28 

19 

17 

12 

7 

7 

5 

4 

6 

182 

48 

27 

19 

15 

8 

10 

5 

3 

2 

3 

3 

68 

12 

3 

9 
4 
9 
2 
2 
4 
3 
1 
3 

72.80 
80.00 
90.00 

"   Peaslee 

67.86 

"   Tyler  Smith 

"   Sims 

"   Axford 

"   Crosby  

"   Bennett 

"   Hill 

78.94 
47.06 
83.33 
71.43 
42.86 
40.00 
75.00 
50.00 

Total 

445 

325 

120 

75.34 

When  it  is  considered  that  this  statement  includes  the  prac- 
tice of  twelve  different  operators,  one-half  of  them  having  had 

1  "  De  l'Ovariotomie,"  p.  86. 
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but  a  slight  experience,  it  certainly  speaks  well  for  the  ligature. 
It  also  includes  all  the  cases  of  each  operator  mentioned ;  and 
in  no  instance  were  the  cases  selected.  On  the  contrary,  with 
most  of  the  operations  in  this  country,  the  cases  were  generally 
below  the  average  of  promise.  I  have  had  but  two  cases  which 
came  up  to  that  point,  most  of  the  rest  belonging  to  Kceberle's 
third  category  (p.  393).  I  know  the  same  to  be  true  also  of  Dr. 
Emmet's  cases.  • 

Again,  if  we  test  the  comparative  merits  of  the  ligature  and 
the  clamp,  in  the  experience  of  the  same  surgeon,  we  find  the 
latter  has  no  advantage  over  the  ligature.  Mr.  Bryant  operated 
nineteen  times  (once  only  with  the  ligature),  and  lost  nine  pa- 
tients. He  then  operated  seven  times  with  the  ligature,  and 
all  recovered.1  Such  is  the  experience  with  the  ligature  in  this 
country,  and  in  Great  Britain.  In  Germany,  of  thirty-eight 
cases  collated  by  Wagner,  which  were  treated  by  the  ligature, 
twenty-four  recovered,  or  63.15  per  cent.  This  is  certainly  a 
result  not  to  be  boasted  of;  but  of  sixty-one  cases  treated  by 
the  clamp  thirty-five  recovered,  and  twenty-six  died  ;  i.  e.,  only 
57.37  per  cent,  recovered. 

In  view  of  the  preceding  facts  and  figures,  I  do  not  share  in 
the  apprehensions,  upon  this  point,  of  the  most  distinguished  of 
American  ovariotomists,  who  recently  stated  that  he  "  would 
not,  if  possible  to  avoid  it,  leave  any  foreign  substance  in  the 
peritoneal  cavity,  since  it  is  impossible  to  predict  what  the  con- 
sequences may  be."  2 

Dr.  J.  T.  Bradford,  however,  who  has  always  used  the  liga- 
ture, and  has  thus  achieved  the  highest  success  yet  attained, 
having  saved  ninety  per  cent,  of  his  cases,  as  we  have  seen 
(p.  248),  remarks  on  this  subject  as  follows  : 3 

The  mode  of  treating  the  pedicle  in  most  extravagant  use,  and  the  more 
fashionable  one,  perhaps,  is  the  clamp.  .  .  . 

In  my  last  ten  or  twelve  operations  I  have  carried  with  me  Mr.  T. 
Spencer  Wells's  clamp,  intending  to  be  fashionable,  if  possible,  but  confess 
sincerely  (much  as  I  admire  its  great  originator)  that  in  no  case  could  I 
get  my  own  consent  to  use  the  clamp,  even  where  the  pedicle  was  of  mod- 
erate length. 

1  The  Lancet,  August,  186*7,  p.  515. 

2  American  Journal  of  Medical  Sciences,  October,  18*70,  p.  430. 
8  Posthumous  papers  sent  me  by  his  son. 
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On  careful  examination  of  his  third  one  hundred  cases,  in  which  Mr. 
Wells  used  the  clamp  most  frequently,  it  will  be  seen  that,  in  proportion 
to  the  complicated  character  of  the  case,  does  he  lay  aside  the  clamp,  and 
either  use  the  ligature,  or  the  cautery,  or  both.  I  am  forced  to  the  well- 
matured  conclusion  that  if  Mr.  Wells,  accomplished  as  he  is,  not  only  in 
literature  but  in  science,  with  his  abundant  resources  of  material,  .  .  .  had 
confined  himself  to  the  original  McDowell  method  of  retaining  the  ligature 
outside  the  abdomen,  or  to  the  Tyler  Smith  method  of  cutting  short  the 
ligature,  and  returning  it  into  the  abdomen,  with  his  acknowledged  zeal 
and  ability,  his  success  would  have  been  even  greater  than  his  present 
record  ;  .  .  .  .  and  I  venture  the  humble  prediction  that,  in  five  years,  the 
clamp  will  be  the  least  in  use  of  the  four  great  methods  of  securing  the 
pedicle. 

Having  thus  shown  that  the  ligature,  as  an  exclusive  method, 
succeeds  even  better  than  the  combination  of  the  clamp  and 
the  ligature,  the  question  next  arises  whether  the  ends  of  the 
ligatures  should  be  left  coming  through  the  incision,  as  was 
always  practised,  with  the  few  exceptions  which  have  been 
noticed,  up  to  about  1850 ;  or  should  be  cut  close  to  the  knots, 
and  the  incision  closed,  as  first  practised  by  Dr.  Nathan  Smith 
in  1821,  "  and  rescued  from  desuetude  by  the  energy  of  Dr.  "W. 
Tyler  Smith,"  forty  years  afterward.1 

It  has  been  objected  to  Dr.  N.  Smith's  method  that  the 
loop  left  around  the  pedicle  may  become  detached  and  migrate 
to  different  parts  of  the  peritoneal  cavity,  and  produce  foci  of 
suppuration,  wherever  it  chances  to  stop.  Hence  it  has  been 
predicted  that  the  future  history  of  patients  thus  treated  will 
be  found  to  be  very  unsatisfactory.  The  only  cases,  so  far  as 
I  know,  which  go  to  substantiate  this  apprehension,  are  the 
following :  In  one  of  Mr.  Bryant's  cases 2  the  loop  is  said  to  have 
caused  an  artificial  anus,  whence,  however,  it  was  finally  thrown 
off  on  the  twenty-ninth  day,  and  the  wound  had  healed  in  three 
days  more.3  In  another  of  his  cases,  a  fatal  one,  in  which  some 
half-dozen  ligatures  (mostly  around  adhesions)  had  been  left  in 
the  peritoneal  cavity,  they  were  found  "  resting  in  their  own  de- 
pots of  pus,  having  been  thrown  off  from  their  attachments,  and 

1  Dr.  D.  L.  Roberts's  remarks  in  Manchester  (England)  Medical  and  Surgical 
Reporter,  October,  1871,  p.  94. 

2  "Guy's  Hospital  Reports,"  Third  Series, vol.  xiv.,  1860,  p. 228. 

3  If  the  ligature  produced  artificial  anus,  why  did  it  not  enter  the  bowel  and  be 
expelled  per  anum  naturalem  I 
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acting  as  foreign  bodies."  In  one  of  my  cases  the  ligatures 
were  thrown  out  from  an  abscess,  five  months  after  ovariotomy. 
The  patient  recovered.  These  are,  however,  the  very  rare, 
exceptional  cases,  like  those  in  which  the  clamp  is  retracted  into 
the  abdomen  and  causes  death,  as  in  Dr.  Hodder's  case ;  *  and 
cannot  therefore  be  fairly  quoted  against  the  method  of  Dr.  N. 
Smith.  When  Mr.  Bryant  had  treated  twenty-four  cases  in  this 
way,  he  remarked  that  he  had  never  had  any  untoward  result 
which  was  clearly  due  to  the  practice  itself.2 

The  statistics  of  this  method  of  using  the  ligature  also  con- 
tradict the  objections  just  specified.  Of  nineteen  cases,3  treated 
by  Dr.  "W".  Tyler  Smith,  four  died.  In  ten  of  these  the  ligature 
was  cut  close  to  the  knot,  and  only  one  died.  Often  cases 
operated  on  in  this  way  by  Dr.  Sims  also,  only  one  died. 
Spiegelberg  operated  thus  in  ten  cases,  and  lost  two  patients. 
Of  twenty  cases  of  my  own,  six  have  died — all,  however,  being 
very  unpromising  cases.  But  Dr.  Charles  Clay,  Dr.  Dunlap, 
and  most  of  the  rest  I  have  quoted  as  using  the  ligature,  always 
bring  the  ends  out  through  the  incision. 

The  thirty-eight  cases  I  have  quoted  from  "Wagner  gave  the 
best  percentage  of  success  achieved  in  Germany,  63.15  per  cent., 
and  in  all  these  the  ligatures  were  cut  close  to  the  knot,  and 
the  incision  closed.  Grenser  admits  that  this  is  the  best  method 
for  all  cases,  unless  the  pedicle  be  long,  thick,  and  vascular ; 
when  he  recommends  the  clamp  (p.  48).  Spiegelberg  concluded, 
in  1870,  that  this  is  "  a  valuable  procedure,  and  a  method  which 
includes  within  itself  no  danger,  except  from  accessory  circum- 
stances." 4  Up  to  the  present  time  the  majority  in  Germany, 
as  in  England,  prefer  the  extra-peritoneal  method,  and  especi- 
ally the  clamp.  The  method  under  consideration  is,  however, 
gaining  ground  in  both  those  countries,  and  in  this  also. 
Among  the  London  hospitals,  I  mention  Guy's  as  one  in 
which  this  method  is  preferred.  Ten  cases  have  also  been 
recently  reported  as  thus  treated  at  the  London  Hospital  for 
Women,  of  which  six  recovered.5 

1  The  Lancet,  January,  1871,  p.  41. 

2  "  Guy's  Hospital  Reports,"  vol.  xiv.,  1869,  p.  232. 

3  "  Obstetrical  Transactions,"-  vols,  iii.,  iv.,  vi. 

4  "  Archiv  far  Gynaekologie,"  vol.  i.,  1810. 
6  The  Lancet,  June,  1872,  p.  323. 
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Finally,  I  speak  of  the  various  kinds  of  ligatures  and  clamps 
which  have  been  used,  and  the  manner  of  applying  them : 

1.  Ligatures  have  been  applied  to  the  pedicle,  of  silk, 
leather,  the  intestine  of  the  silk-worm,  hemp,  horse-hair,  silver 
and  iron  wire,  and  carbolized  catgut.1 

Dr.  Charles  Clay  at  first  used  stay-makers'  silk  for  ligatures, 
but  has  for  several  years  past  preferred  well-waxed  Indian 
hemp,  as  less  likely  to  slip.  I  have  always  used  silk,  well 
waxed,  but  not  twisted ;  and  have  never  had  a  ligature  slip.  I 
more  recently  carbolize  the  silk,  and  prefer  it  to  the  catgut,  as 
admitting  of  being  tied  in  a  firmer  knot.  Theoretically,  how- 
ever, the  latter  may  be  partially  or  entirely  absorbed,  after  ful- 
filling its  mission.  To  metallic  ligatures  of  all  kinds  I  object, 
since  they  are  tightened  by  torsion,  and  which  should  never  be 
trusted  for  arresting  haemorrhage,  a  knot  alone  being  reliable. 
I  have  seen  no  less  than  six  silver  ligatures  applied  to  a  single 
pedicle  of  average  size,  because  one  after  another  failed  to  stop 
the  bleeding.  The  double  silk  ligature  would  have  accomplished 
the  object  with  certainty  in  much  less  than  one-sixth  part  of 
the  time.  I  have  frequently  seen  the  silver  wire  ligature  fail 
entirely,  and  the  silk  ligature  applied  at  last.  Why  not  apply 
it  at  first  ?  The  objection  to  the  horse-hair  and  the  silk-worm's 
intestine  is  also  that  they  are  not  easily  tied  in  a  firm  knot. 

Thus  I  consider  carbolized  silk  or  hemp  to  be  the  best  liga- 
ture for  the  pedicle ;  while  I  also  agree  with  Mr.  Wells,  that 
the  size  of  the  needle,  the  size  and  smoothness  of  the  thread  or 
silk,  and  the  tightness  with  which  it  is  tied,  are  important 
points  to  be  observed. 

In  applying  ligatures,  the  pedicle  is  usually  divided  into 
two  equal  parts,  each  included  in  a  single  ligature.  If  very 
wide  (over  six  inches),  it  is  safer  to  divide  it  into  three  portions. 
In  the  former  case  a  double  ligature  of  three  or  four  strands  of 
saddlers'  silk,  or  its  equivalent  in  hemp,  is  carried  through  the 
centre  of  the  ligature,  and  then  cut  into  two  equal  portions ; 
and  with  each  of  these  one-half  of  the  pedicle  is  firmly  tied. 
The  pedicle  is  then  cut  off  with  scissors  (or  knife)  as  far  as 
possible  from  the  ligatures — and  the  tumor  removed.  Time 
is  then  taken  to  examine  the  vessels  of  the  pedicle,  and  to  cut 

1  Reported  in  February,  1871,  by  Dr.  P.  H.  Watson,  of  Edinburgh. 
30 
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off  one  or  both  ends  of  each  of  the  ligatures,  as  may  be  decided. 
I  prefer  the  needle  represented  by  Fig.  47,  for  carrying  the 
ligature  through  the  pedicle  ;  not  the  needle,  but  the  use  of  it, 
being  peculiar.     Being  permanently  threaded  with  a  loop  of 


FIG.  47. — Needle  foe  ligatlng  Pedicle,  and  closing  the  Incision. 

silk,  as  here  represented,  the  needle  is  first  pushed  through 
the  pedicle,  and  the  loop  raised  by  a  forceps  from  the  needle, 
when  the  ligature  is  passed  to  its  middle,  not  through  the  eye 
of  the  needle,  but  between  the  loop  of  silk  and  the  needle 
itself;  and  the  ligature  is  pulled  through  the  pedicle  by  the 
loop  after  the  needle  is  withdrawn  (Fig.  48). 


FIG.  43. — Showing  the  Application  or  the  Ltgatttbes  to  the  Pedicle. 

The  following  points  must  not  be  overlooked : 
1.  Pass  the  needle  through  the  pedicle  at  a  point  where  no 
vessels  are  visible,  and  as  near  the  centre  as  may  be.     An  an- 
eurism-needle has  been  suggested,  as  having  no  point,  instead 
of  the  needle  I  prefer. 


FIG.  49. — Showing  Relation  of  the  Two  Loops  aeottnd  the  Pedicle. 


.2*  So  adapt  the  size  of  the  needle  that  the  puncture  made 
T)y  it,  and  its  loop  of  silk  thread,  shall  be  tightly  fitted  by  the 
double  ligature  when  drawn  through  it. 


TREATMENT  OF  THE  PEDICLE.  467 

3.  Let  the  point  of  passage  of  the  needle  be  three-fourths 
of  an  inch  at  least,  and  more  if  possible,  from  the  cyst — keeping 
also  a  half  inch  to  three-fourths  away  from  the  uterus,  if  pos- 
sible ;  and  above  all  avoiding  the  plexus  pampiniformis  (p.  17). 

4.  If  the  pedicle  is  narrow  (four  inches  or  less),  let  the  two 
ligatures  interlace  when  tied,  as  shown  in  Fig.  49,  that  the  two 
loops  may  be  kept  together.  But,  if  the  pedicle  is  six  or  eight 
inches  wide,  adherence  to  this  rule  may  cause  the  ligatures  to 
slip  over  the  two  angles  of  the  pedicle.  It  is  better  to  tie  such 
a  pedicle  in  three  portions. 

5.  See  that  not  the  least  traction  is  being  made  upon  the 
pedicle  at  the  moment  when  the  ligatures  are  tied,  since  it  may 
afterward  slip  through  them.  Dr.  Bradford  has  seen  this  occur.1 
Mr.  Solly  found,  in  the  post-mortem  examination  of  his  case, 
that  the  pedicle  of  the  other  ovary,  which  was  about  three  times 
the  natural  size,  could  by  moderate  traction  be  stretched  to 
double  its  length  with  a  proportionately  diminished  thickness. 
Its  former  dimensions  were  at  once  restored  when  the  traction 
was  removed.2 

6.  Draw  the  ligature  very  tightly  in  tying  it,  if  the  pedicle 
be  vascular.  Mr.  Phillips  lost  his  case  from  not  tying  firmly 
enough.  There  need  be  no  fear  of  strangulating  the  stump  so 
as  to  produce  gangrene  ;  and  the  risk  of  slipping  of  the  ligature 
must  be  guarded  against.  Besides,  if  the  ligatures  are  to  be 
brought  out  through  the  incision,  they  become  sooner  detached 
the  more  tightly  they  are  tied,  as  Mr.  Walne  maintained.3  In 
Mr.  Solly's  case,  fatal  from  haemorrhage  in  eleven  hours,  the 
ligature  had  not  slipped  off  the  pedicle,  but  the  latter  had  merely 
contracted,  so  that  the  ligature  was  loose. 

7.  Do  not  cut  the  pedicle  too  near  the  ligature  ;  from  three- 
fourths  of  an  inch  to  an  inch,  if  possible. 

8.  Leave  the  ligatures  uncut  till  ready  to  close  the  incision, 
as  they  easily  guide  to  the  position  of  the  pedicle  when  we  wish 
to  examine  it  finally. 

9.  Do  not  make  the  least  traction  upon  the  ligatures,  nor 
touch  them,  after  the  pedicle  is  tied,  except  to  cut  them. 

10.  Hold  up  the  pedicle  for  examination  by  means  of  a  te- 

1  Report,  p.  55.  2  London  Medical  Gazette,  June,  1846. 

3  Ibid.,  1843,  p.  49. 
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naculum,  passed  into  the  stump,  of  course  above  the  ligatures. 
I  have  seen  it,  carelessly  thrust  in  below,  produce  a  bleeding 
which  gave  a  great  deal  of  trouble  to  arrest. 

11.  After  all  handling  of  the  ligatures  and  sponging  of  the 
peritoneal  cavity  is  over,  cut  the  ligatures  close  to  the  knot,  or 
otherwise,  and  let  the  pedicle  fall  into  its  normal  position. 

12.  If  one  end  of  each  of  the  ligatures  is  to  be  brought  out 
through  the  incision,  let  these  ends  hang  out  six  or  eight  inches. 
Mr.  Walne,  in  his  first  case,  left  the  ligatures  protruding  only 
two  inches.  They  had  disappeared  at  the  first  dressing,  though 
they  reappeared  nineteen  days  afterward,  and  the  patient  recov- 
ered. Mr.  Southam,  in  his  first  case,  left  the  ligatures  five  inches 
long  outside  the  incision.  Tympanites  supervening,  they  were 
drawn  into  the  peritoneal  cavity,  and  had  not  been  seen  again 
up  to  the  time  of  the  report  of  the  case.1  Chrysmar  was  the 
first  who  tied  the  pedicle  in  its  two  halves  ;  before  him,  a  single 
ligature  had  been  passed  round  the  whole  pedicle. 

The  time  required  for  ligatures  left  coming  through  the 
incisions,  to  become  detached,  varies  in  different  cases.  It  aver- 
ages three  to  four  weeks,  but  was  in  one  of  my  cases  eighteen 
weeks.  Gentle  traction  may  be  made  daily,  after  the  third 
week. 

I  close  my  remarks  on  the  various  methods  of  applying  the 
ligature,  with  an  account  of  a  single  application  of  the  one  pro- 
posed by  myself  (p.  445),  the  patient  being  a  girl  of  seventeen 
years,  who  had  never  menstruated.  The  pedicle  was  four  inches 
wide  by  two  and  a  half  inches  long,  and  the  instrument  was 
applied  as  represented  in  Fig.  46,  its  distal  extremity  pro- 
jecting one  and  a  half  inch  beyond  that  of  the  stump.  The 
ligature  transfixed  the  pedicle  one  inch  from  its  free  extremity, 
and  the  tube  (three  inches  long)  one  half  an  inch  from  its  in- 
ternal extremity.  The  incision,  ten  inches  long,  was  closed  by 
twenty  silver  sutures,  and  the  tube  left  projecting  from  the 
abdominal  cavity  between  the  sixth  and  seventh  from  below,  as ' 
shown  by  Fig.  50.  Seventy-two  hours  after  the  operation  the 
ligatures  were  divided  by  the  knife  (Fig.  42),  and  one  of  them 
at  once  removed.     Yery  slight  traction  did  not  withdraw  the 

1  London  Medical  Gazette,  November  3,  1843,  p.  204.  They,  however,  were  after- 
ward detached,  and  the  patient  recovered. 
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tube  or  the  other  ligature,  and  they  were  left  twenty-four  hours 
more,  when  they  .were  found  perfectly  loosened,  and  were 
removed.  The  suture  next  above  and  next  below  the  aper- 
ture, through  which  the  tube  had  passed,  were  then  tightened, 
and  the  inner  edges  of  the  incision  were  united  within  the  next 
twenty-four  hours,  and  the  patient  rapidly  recovered  without  a 
single  unpleasant  symptom. 


FIG.  50. — Peaslee1s  Method  of  ligatmg  the  Pedicle. 
The  tube  and  ligatures  seen  as  issuing  from  the  peritoneal  cavity. 

This  method  has  the  very  great  advantage  of  being  appli- 
cable to  every  case  in  which  the  pedicle  can  be  tied  by  a  liga- 
ture in  two  portions  only,  and  of  allowing  the  constriction  of 
the  pedicle  to  be  removed  at  any  instant.  Generally,  also,  the 
ligatures  and  the  tube  can  be  removed  at  once,  on  dividing  the 
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ligatures.  Further  experience  will  doubtless  decide  that  the 
constriction,  in  case  the  arteries  of  the  pedicle  are  not  larger 
than  the  radial,  need  not  be  continued  more  than  from  twenty- 
four  to  forty-eight  hours  ;  at  the  end  of  which  time  the  exuda- 
tion around  the  stump  will  not  have  become  sufficiently  firm 
to  interfere  with  the  immediate  withdrawal  of  the  instrument. 
Duplicate  ligatures,  one  below  the  other,  may  also  be  used,  if 
ever  required. 

2.  Of  the  forms  of  clamp  which  have  at  various  times  been 
used,  I  mention  only  the  following  : 

Mr.  J.  Hutchinson  (in  1858)  first  used  as  a  clamp  a  pair 
of  carpenter's  callipers.  In  his  third  case  he  first  used  his 
own  clamp.  Mr.  T.  S.  Wells  used  his  instrument  with  parallel 
blades,  Fig.  41,  from  1859  to  1869,  and  figured  his  circular  in- 
strument in  the  Medical  Times  and  Gazette,  October  30,  1869, 
p.  530.  He  has  more  recently  discarded  that,  and  returned  to 
a  modification  of  the  original  calliper  form.  This  lies  more 
accurately  upon  the  abdomen,  being  concave  upward,  and  occu- 
pies less  space  than  the  other  form.1  Dr.  Grailly  Hewitt  pro- 
posed a  new  clamp  in  1870,  of  which  the  following  is  a  descrip- 
tion :  "It  consists  of  a  framework  of  steel,  shaped  something 
like  a  shoe-buckle,  measuring  two  and  a  half  by  one  and  one- 
eighth  inches  ....  and  is  provided  with  studs  or  buttons  eight 
in  number,  three  on  two  sides,  and  one  on  each  of  the  other 
two  sides.  It  is  used  thus  :  the  pedicle  is  perforated  by  a  needle, 
bearing  a  double  ligature  of  strong  thread  or  whipcord  in  two 
or  three  places,  according  to  the  width  of  the  pedicle  ;  it  is  then 
tied  in  segments,  the  opposite  ends  being  secured  one  by  one 
to  the  framework  which  is  now  made  to  surround  the  pedicle, 
the  cut  edge  of  which  is  freely  open  to  inspection  and  treat- 
ment." " 

Dr.  "W.  L.  Atlee's  clamp  is  shown  by  Figs.  51  and  52.  It  is 
described  in  the  American  Journal  of  Medical  Sciences,  April, 
1871,  p.  370.  He  claims  for  it  the  following  advantages  :  "It 
is  much  smaller,  lighter,  and  stronger  than  the  older  forms  of 
clamp,  and  by  its  use  the  pedicle  may  be  compressed  in  the 

1  Dr.  D.  L.  Roberts,  in  Manchester  Medical  and  Surgical  Reporter,  October,  1871, 
p.  94. 

2  British  Medical  Journal,  October  1,  1870. 
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FIG.  51. — Dk.  Atlee's  Clamp,  opened  for  Application  to  the  Pedicle. 


FIG.  52. — Dr.  Atlee's  Clamp,  closed. 

The  fenestra  is  only  one  inch  and  a  quarter  in  length,  and  this  can  be  reduced  to  one  inch,  three- 
fourths  of  an  inch,  and  half  an  inch,  according:  to  the  bulk  of  the  pedicle,  by  merely  shifting  the 
pin  to  the  corresponding  holes  through  both  blades  of  the  clamp.  In  this  way  the  clamp  may 
be  graduated  to  any-sized  pedicle.  As  there  is  a  hinge-joint  at  both  ends  of  the  clamp,  the 
blades  may  be  separated  to  any  desired  extent,  in  order  to  receive  the  pedicle.  When  slipped 
over  the  pedicle,  the  latter  is  enclosed  in  the  fenestra  by  adjusting  the  screw  B,  in  the  slit  D, 
after  which  the  pedicle  may  be  crowded  into  one  end  of  the  clamp,  and  the  pin  G  inserted 
through  one  of  the  holes  in  the  opposite  blades,  so  as  to  shorten  the  fenestra  in  accordance 
with  the  size  of  the  pedicle.  When  thus  arranged,  it  is  plain  that,  upon  screwing  the  blades  of 
the  clamp  together,  the  pedicle  cannot  spread  beyond  the  pin  G,  and,  at  the  same  time,  will  be 

compressed  in  the  smallest  possible  space In  adjusting  the  clamp,  the  graduating-pin 

should  always  be  below  the  pedicle,  toward  the  pubes,  in  order  that  the  wound  may  be  free  for 
inspection  above  the  pedicle. 

One  figure  represents  the  clamp  open  to  receive  the  pedicle,  and  the  other  figure  shows  its  adjust- 
ment on  the  lower  part  of  the  wound,  ready  to  be  screwed  up  against  the  pedicle  in  its  grasp. 
A  A  are  hinge-joints,  with  the  male  screws  B  B  attached.  At  C,  one  blade  of  the  clamp  is  per- 
forated, to  allow  the  male  screw  B  to  pass  through,  while  at  B  the  other  blade  is  slit  open,  to 
permit  the  other  male  screw  B  to  be  adjusted  or  detached.  E  E  are  tubular  female  screws, 
with  thumb-pieces,  which  slip  over  the  male  screws  to  secure  the  plates  of  the  clamp.  F  F  are 
permanent  arms,  merely  for  the  purpose  of  steadying  and  balancing  the  instrument  when  applied 
to  the  abdomen.  G  G  G  show  the  application  of  the  pin  at  the  respective  distances  required 
before  screwing  up  the  clamp  against  the  pedicle,  H  H  represent  the  wound  after  the  clamp  is 
adjusted  and  ready  to  be  tightened.   The  engraving  represents  the  exact  size  of  the  instrument. 
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smallest  possible  space,  and,  what  is  of  paramount  importance, 
in  the  linear  direction  of  the  wound,  the  direction  most  favor- 
able for  the  approximation  of  its  edges." 

Kceberle's  constrictor  is  shown  by  Fig.  43.  It  compresses 
the  pedicle  into  a  circular  form,  which  I  consider  objectionable, 
from  the  unequal  traction  thus  exerted  upon  its  different  por- 


FIG.  53.— De.  Dawson's  Clamp. 


tions.  Dr.  B.  F.  Dawson,  of  this  city,  has  recently  devised  a 
clamp,  shown  by  Fig.  53.  It  acts  by  approximating  two  semi- 
elliptical  arms ;  and  answers  admirably  for  small  pedicles  and 
as  a  temporary  compressor  of  the  pedicle  previously  to  the 
application  of  the  ligature.    Another  valuable  temporary  clamp 
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is  the  "clamp  shield"  (Fig.  54)  of  Dr.  H.  E.  Storer,  of  Bos- 
ton, in  use  for  several  years  past.  In  case  the  pedicle  is  suffi- 
ciently long,  it  is  to  be  applied  to  it  close  to  the  tumor,  and  the 
latter  at  once  removed  ;  after  which,  the  ligature,  or  the  clamp, 
is  applied  leisurely  and  with  precision.  Dr.  W.  L.  Atlee  some- 
times applies  a  ligature  to  condense  the  pedicle,  if  large,  and 
afterward  the  clamp.1 


FIG.  54. — Stoker's  Clamp-Shield. 


In  regard  to  the  manner  of  applying  the  clamp,  but  little 
need  be  said.  It  has  been  seen  that  it  is  adapted  only  to  long 
pedicles,  and  it  should  be  applied  as  near  to  the  cyst  as  practica- 
ble. The  latter  being  then  cut  away,  the  clamp  itself  is  placed 
across  the  incision  when  the  latter  is  closed,  the  end  of  the 
stump  projecting  between  the  blades  of  the  clamp  being  paint- 
ed with  a  solution  of  persulphate  or  perchloride  of  iron.  This 
portion  and  all  that  is  compressed  between  the  blades  of  the 
clamp,  of  course  sloughs  off  from  the  portion  below,  and  falls 
together  with  the  clamp  in  six  or  eight  days  in  most  cases, 
though  the  latter  has  been  known  to  remain  between  three  and 
four  weeks.  A  permanent  adhesion  of  the  pedicle  to  the  ab- 
dominal wall  results,  as  has  already  been  seen  (p.  454). 

Since  all  the  preceding  methods  of  treating  the  pedicle  have 
given  a  fair  degree  of  success,  it  must  be  inferred  that  success 
depends  far  more  upon  the  general  condition  of  the  patient, 
and  other  points  not  at  all  connected  with  the  pedicle,  than 
upon  the  one  I  have  been  considering.  Each  method  now  most 
in  use  may  have  its  advantages  in  particular  cases,  and  the  sur- 
geon should  be  prepared  to  adopt  the  one  he  judges  best  in 

1  American  Journal  of  Medical  Sciences,  October,  18  TO,  p.  430. 
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each  instance.  I  have  endeavored  to  give  the  facts  on  which 
the  comparative  merits  of  the  methods  most  in  use  are  up  to 
the  present  time  to  be  decided.  The  surgeon  must,  however, 
remember  that,  very  rarely  indeed,  no  pedicle  at  all  is  found, 
for  the  reason  that  the  tumor  has  broken  away  from  its  original 
connections,  and  become  attached  to  some  portion  of  the  perito- 
neal surface  (p.  81).  Mr.  I.  B.  Brown  reports  a  case  in  which 
an  ovarian  cyst  was  expelled  through  the  incision  by  violent 
retching  while  he  was  performing  ovariotomy,  no  attachment 
at  all  being  discernible.1  Dr.  Wynn  Williams  partially  removed 
a  tumor,  supposed  to  be  a  loose  ovarian  cyst,  which  had  formed 
new  connections.  It  had  no  attachment  directly  or  indirectly 
to  the  uterus.2  The  right  ovary  in  Mr.  Wells's  case  No.  110 
had  no  pedicle.3  But  some  of  the  cases,  reported  as  without 
any  pedicle,  are  simply  cysts  attached  directly  to  the  uterus,  or 
sessile  cysts.  Sometimes  also  the  pedicle  is  so  soft  as  to  be 
crushed  by  the  clamp  or  ligature,  as  in  Mr.  Wells's  cases  JSTos. 
36  and  60,  and  in  one  of  my  own,  in  which  all  of  its  bleeding 
vessels  were  finally  ligated  separately.  The  patient  recovered. 
In  Mr.  Wells's  case  No.  106  the  pedicle  was  twisted,  being 
long,  and  only  as  wide  as  a  finger,  though  the  tumor  was  not  a 
solid  one.  Thus  becoming  very  cedematous,  it  presented  the 
appearance  of  containing  small  cysts.4 


SECTION  Y. 

EXAMINATION   OF   THE   REMAINING   OVAET,    AND   CLEANSING  THE   PEBITONEAL 

OAVITy. 

1.  The  comparative  frequency  of  coexistent  cystic  disease 
of  both  ovaries  has  already  been  alluded  to  (p.  365),  as  well  as 
the  fact  that  they  are  almost  always  in  different  stages  of  the 
disease.  Kceberle  would  assume  that  both  are  diseased  in  case 
of  hereditary  tendency  to  cystic  degeneration.5  If  the  second 
ovary  has  attained  the  size  of  a  goose-egg,  it  can  hardly  fail  to 
attract  attention,  but  the  ovariotomist  must  never  omit  to  ex- 
amine it  as  soon  as  the  tumor  is  removed.     This  should  also  be 

1  The  Lancet,  1854,  vol.  i.,  p.  365. 

3  "  Obstetrical  Transactions,"  vol.  viii.,  p.  218. 

8  Op.  tit,  p.  295.       4  Op.  tit,  p.  283.       5  "  Operations  d'Ovariotomie,"  p.  40. 
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very  carefully  done,  since  otherwise  important  disease  may  be 
entirely  overlooked,  and  a  second  ovariotomy  be  subsequently 
necessitated.  And  the  two  following  mistakes  are  to  be  espe- 
cially avoided  : 

a.  A  very  small  monocyst  may  be  mistaken  for  an  ovisac 
just  ready  to  burst,  and  which,  being  left  intact,  may  in  time 
demand  extirpation.  Unless  the  operator  is  quite  certain  that 
the  enlargement  is  an  ovisac,  it  should  be  treated  as  a  cyst,  in 
one  of  the  methods  following,  since  no  harm  ensues  in  that  case 
if  it  were  actually  an  ovisac.  If  the  cyst  be  more  than  half  an 
inch  in  diameter  (p.  10),  or,  if  its  contents  be  not  transparent, 
it  is  pretty  certainly  not  an  ovisac. 

h.  The  ovary  may  first  become  atrophied,  and  subsequently 
the  seat  of  cystic  degeneration.  This  occurred  in  one  of  Spiegel- 
berg's  cases.  The  cyst  was  as  large  as  a  dove's-egg,  but,  since 
the  whole  mass  of  the  ovary  was  very  nearly  normal,  he,  judg- 
ing from  its  size,  entirely  overlooked  the  cystic  disease. 

The  treatment  demanded  by  the  remaining  ovary,  if  the 
seat  of  cystic  disease,  will  depend  on  its  extent,  and  degree  of 
development.  If  such  disease  be  combined  with  atrophy,  as  in 
Spiegelberg's  case,  entire  removal  is  the  remedy.  And,  if  the 
ovary  have  become  a  mass  of  cysts,  though  still  quite  small,  or, 
if  there  be  two  or  three  cysts,  giving  it  the  size  of  a  hen's-egg, 
the  same  treatment  is  demanded. 

But  entire  excision  should  be  avoided,  if  possible.  Dr. 
Keith  left  a  slightly  degenerated  cyst  in  the  remaining  ovary  in 
one  instance,  and  the  patient  gave  birth  to  a  child  a  few  years 
afterward.1  And,  if  there  be  but  a  single  cyst,  or  even  two  or 
three  cysts,  of  the  size  of  a  pea  or  less,  the  whole  organ  need 
not  be  sacrificed,  though  each  separate  cyst  is  to  be  dealt  with 
in  a  manner  to  prevent  any  further  development. 

Mr.  I.  B.  Brown  burns  the  cyst  with  the  hot  iron,  and 
with  good  results.  Mr.  Wells  has  punctured  two  cysts  in  the 
second  ovary,  distended  by  clots,  and  as  large  as  cherries,  and 
the  patient  subsequently  recovered,  married,  and  had  a  child 
twenty-two  months  after  the  operation.2  I  have  always  cut 
away  the  cyst  as  far  as  I  could  without  producing  haemorrhage, 
with  fine  curved  scissors,  and  have  seen  no  further  trouble.    If 

1  Grenser,  p.  28.  2  Case  112,  p.  30?. 
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any  blood  flowed,  I  have  barely  moistened  the  surface  with  a 
pointed  glass  rod,  dipped  in  Monsel's  solution  of  the  persul- 
phate of  iron.  Kceberle  found  slight  disease  (one  or  several 
small  cysts)  of  the  second  ovary  in  eleven  cases  out  of  sixty- 
nine.1  He  broke  up  the  cysts,  so  as  to  leave  no  part  suspected 
of  cystic  degeneration  after  the  operation. 

In  Kceberle's  third  case,  the  remaining  ovary  (the  right) 
was  as  large  as  a  small  egg,  but,  much  to  his  regret,  could  not 
be  removed.  It  attained  to  a  size  to  require  tapping  between 
five  and  six  years  afterward,  and  he  proposed  to  use  the  iodine- 
injection  as  a  means  of  temporary  relief.11 

The  following  is  a  case  of  great  interest  in  which  the  remain- 
ing ovary  was  examined,  both  as  showing  the  effects  of  violent 
emotional  excitement  after  ovariotomy  (p.  359),  and  as  affording 
data  for  deciding  how  long  a  time  is  required  for  the  develop- 
ment of  an  ovarian  oligocyst  up  to  the  size  of  a  child's  head.  It 
is  reported  by  Dr.  Ed.  M.  Hodder,  of  Toronto.3 

The  patient  was  thirty-two  years  of  age,  and  ovariotomy  was  performed 
by  Dr.  Hodder,  the  pedicle  being  secured  by  ligatures,  the  ends  of  which 
were  brought  out  at  the  lower  angle  of  the  wound.  Nothing  of  moment  oc- 
curred during  the  operation,  from  which  she  rallied  well.  The  opposite 
ovary  was  examined,  and  found  to  be  quite  healthy  in  size  and  appearance. 
On  the  fourth  day  after  the  operation,  a  tumor,  the  size  of  an  orange,  could 
be  distinctly  felt  in  the  site  of  the  remaining  ovary,  which  seemed  difficult  to 
account  for.  Upon  inquiry,  however,  it  was  found  that,  about  two  or  three 
hours  previously,  she  had  given  way  to  such  violent  passion  that  it  was 
described  as  a  perfect  fit  of  frenzy.  On  the  fifth  day  thereafter  she  had 
another  similar  paroxysm,  from  which,  however,  she  did  not  seem  to  expe- 
rience any  harm.  On  examination,  twenty-six  days  afterward,  the  tumor 
was  found  to  have  much  increased  in  size,  though  it  caused  no  pain  or  in- 
convenience. But  some  months  afterward  the  enlargement  was  reported 
by  her  husband  to  have  entirely  disappeared.  The  operation  was  performed 
April  30,  1868. 

In  February,  1870,  she  was  safely  delivered  of  a  healthy  boy.  On  June 
20,  1871,  after  nursing  her  child  thirteen  months,  Dr.  Hodder  found  on  ex- 
amination that  the  remaining  ovary  was  now  as  large  as  a  child's  head ; 
and  on  June  24th  this  ovary  also  was  removed,  and  she  made  a  good  re- 
covery. This  amount  of  development  must,  therefore,  have  obtained  within 
three  years  from  its  commencement,  at  the  longest. 

1  Gazette  Hebdomadaire,  Aout,  1868,  p.  504.  8  Ibid.,  p.  498. 

a  Canada  Lancet,  June,  1872,  vol.  iv.,  p.  448. 
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2.  To  thoroughly  cleanse  the  peritoneal  cavity  of  all  fluid  left 
there  by  the  operation,  before  closing  the  incision,  I  hold  to  be 
one  of  the  plainest  and  most  important  principles  of  ovariotomy. 
Grenser  considers  it  the  chief  necessity  for  securing  a  happy  re- 
sult.1 Some,  however,  attach  to  it  no  importance,  except  so  far 
as  blood  or  colloid  fluid  is  concerned  (I.  B.  Brown  and  Mr. 
Bryant)  ;  and  the  grounds  of  this  precept  should  be  specified. 

The  fluids  left  in  the  peritoneal  cavity  at  the  close  of  the 
operation  are :  blood,  cystic  fluid,  ascitic  fluid,  or  a  mixture  of 
any  two  or  of  all  of  these ;  and  the  reason  for  the  removal  is, 
that  otherwise  they  may  produce  peritonitis  or  septicaemia, 
which  are  the  two  most  frequent  causes  of  a  fatal  result. 

a.  If  the  fluid  remaining  be  blood  alone,  it  may  not  produce 
peritonitis,  as  it  does  not  in  many  cases  of  haematocele ;  and  it 
may  not  undergo  decomposition,  and  thus  induce  septicaemia. 
But  it  is  well  known  to  have  produced  both  these  effects  in 
many  cases,  and  hence  should  in  all  cases  be  removed.  It  pro- 
duced fatal  septicaemia  in  my  eighth  case  (Chapter  YIII.,  Sec- 
tion II.). 

b.  Ascitic  fluid  remaining  after  the  operation  will  not  pro- 
duce peritonitis,  since  the  peritonaeum  is  accustomed  to  its  pres- 
ence, but  it  is  very  liable  to  undergo  decomposition,  and  then 
to  induce  septicaemia.  The  first  case  of  septicaemia  after  ovari- 
otomy which  occurred  to  myself  was  produced  in  this  way.  It 
should,  therefore,  be  entirely  removed  from  the  peritoneal  cav- 
ity before  closing  the  incision. 

c.  We  have  seen  that  the  fluid  of  an  oligocyst  is  generally 
not  irritating  to  the  peritonaeum  (p.  74),  though  it  not  very 
seldom  is  so.  It  may,  however,  ultimately,  and  after  becoming 
decomposed,  produce  septicaemia,  like  the  ascitic  fluid.  The 
fluid  of  a  polycyst  is  always  irritating  to  the  peritonaeum,  and 
usually  produces  peritonitis  (p.  75).  Secondarily,  it  also  may 
produce  septicaemia.  Cystic  fluid  should,  therefore,  not  be  left 
in  the  peritoneal  cavity. 

If  neither  of  the  fluids  just  mentioned  should  be  left,  a  mix- 
ture of  them  should  of  course  not  be.  And  I  am  aware  of  no 
real  objection  to  the  manipulations  necessary  to  effect  this  ob- 
ject, though  their  dangers  have  been  paraded  by  those  who  do 

1  Richmond  and  Louisville  Journal,  April,  18*71,  p.  384. 
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not  apply  them.  It  should  be  an  object  with  every  operator 
to  prevent  blood  and  cystic  fluid  from  entering  the  peritoneal 
cavity  if  possible,  as  has  been  already  inculcated,  and  thus  to 
avoid  the  necessity  of  removing  them. 

Dr.  McDowell,  in  his  first  operation,  turned  the  patient  on 
the  side  to  remove  the  blood  from  the  peritoneal  cavity  (p.  237) ; 
and  this  is  always  judicious  if  there  be  much  fluid  there  of  any 
kind. 

Some  object  to  the  use  of  the  sponge  for  cleansing  the  peri- 
toneal cavity,  since  it  naturally  contains  foreign  matter  of  a 
very  irritating  nature  ;  which  objection  is  answered  by  a  proper 
preparation  of  the  sponges  to  be  used.  Flannel  has  also  been 
used  to  absorb  the  fluid  from  the  peritonseum,  and  especially 
from  the  pelvic  cavity;  the  woolly  fibres  of  which  are  quite 
as  likely  to  be  left  behind  as  any  thing  from  a  well-prepared 
sponge.  The  latter  should  not  only  be  perfectly  new  and 
clean,  but  it  must  be  originally  of  the  firmest  and  finest  qual- 
ity, and  specially  prepared  for  this  use.  Koeberle,  who  at- 
taches much  importance  to  this  point,  as  contributing  to  a  suc- 
cessful result  of  the  operation,  first  puts  the  sponges  into  a 
weak  solution  of  nitric  acid,  then  of  carbonate  of  soda,  and 
finally  has  them  washed  very  thoroughly  in  alcohol.1  He  also 
boils  the  water  in  which  they  are  to  be  cleansed,  in  order  to 
destroy  the  microzoa  they  may  contain,  and  never  uses  infu- 
sions or  vegetable  decoctions,  which  he  considers  more  perni- 
cious than  useful. 

The  sponges  being  properly  prepared,  I  adopt  the  following 
precautions : 

a.  To  use  only  sponges  as  large  at  least  as  a  hen's-egg, 
noting  their  number  before  commencing ;  since  a  sponge  has  in 
more  than  one  instance  been  left  in  the  peritoneal  cavity  by 
mistake,  and  even  if  this  precaution  has  been  taken.  Prof. 
Braun,  of  Yienna,  relates  a  case  fatal  from  haemorrhage  twenty- 
three  hours  after  the  operation,  in  which  a  sponge  was  found  at 
the  post-mortem  examination.  It  must  have  been  torn  off  from 
a  larger  one,  since  all  the  sponges  used  had  been  numbered.2 

h.  To  use  the  same  sponge  from  time  to  time,  till  the  fluid 
is  very  nearly  removed,  not  stopping  to  wash  it  at  all,  but 

1  "  Operations  d'Ovariotomie,"  p.  21,  note.      2  Wiener  Wochenschrift,  Nos.  23,  24.  . 
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merely  having  it  repeatedly  squeezed  by  the  carefully-cleansed 
hand  of  an  assistant  each  time  it  is  removed  from  the  peritoneal 
cavity.  Then  to  change  to  a  clean  one,  in  order  to  remove  the 
last  of  the  fluid,  and  leave  the  peritonaeum  perfectly  cleansed. 
I  prefer  to  introduce  the  sponge  by  means  of  the  long  uterine 
forceps,  and  do  not  use  more  than  two  or  three  in  all. 

c.  In  applying  the  sponge,  I  carry  the  fingers  of  the  left 
hand  to  the  bottom  of  the  pelvis,  the  palm  being  presented  for- 
ward upon  the  posterior  surface  of  the  uterus,  and  kept  in  this 
position  till  the  sponging  is  completed.  Thus,  the  sponge  is 
not  allowed  to  touch  the  uterus  nor  the  pedicle  at  all,  it  being 
pressed  down  into  the  pelvis  upon  the  back  of  the  hand ;  the 
convolutions  of  intestine  being  held  up  from  the  pelvis  in  the 
mean  time  by  a  wire  speculum  in  the  hand  of  an  assistant,  if 
necessary.  The  cleansing  of  the  peritoneal  cavity  having  been 
satisfactorily  effected,  and  all  oozing  of  blood  from  every  source 
having  ceased,  the  operation  is  concluded  by  closing  the  ab- 
dominal incision. 

SECTION  VI. 

CLOSURE   OF  THE    INCISION,    AND   THE    DRESSINGS. 

Before  closing  the  incision,  Dr.  Atlee  advises  always  to  ex- 
amine the  patient  per  vaginam,  and  with  the  uterine  sound ; 
since  tumors  other  than  ovarian  may  still  remain  in  the  pelvis 
which  otherwise  may  be  overlooked.  In  more  than  one  in- 
stance, also,  a  tumor  other  than  ovarian  has  been  removed  by 
mistake,  and  which  was  only  detected  at  the  post  mortem  •  while 
a  vaginal  examination,  aided  by  the  sound,  would  at  once  have 
discovered  the  fact.  If  a  small  outgrowing  fibroid  is  detected, 
the  temptation  will  be  strong  to  remove  it,  but  such  a  decision 
must  not  be  hastily  formed.  Mr.  "Wells  advises,  after  the  results 
of  his  seventy-second  and  eighty-eighth  cases,  to  leave  such  a 
tumor  undisturbed. 

The  small  intestine  must  also  have  been  returned  in  such  a 
way  as  to  guard  against  all  twisting  of  the  convolutions  one 
upon  another,  and  consequent  obstruction  and  tympanites. 

A.  Proceeding  finally  to  close  the  abdominal  incision,  two 
questions  present  themselves : 
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1.  What  material  is  to  be  preferred  with  which  to  make  the 
sutures  ? 

2.  Shall  the  peritongeum  be  included  by  them  ? 

1.  Metallic  sutures  are  now  very  commonly  used,  in  all 
countries ;  generally  of  silver  or  iron  wire,  but  sometimes  plati- 
num and  gold  have  been  substituted.  It  is  claimed  for  the  me- 
tallic suture  that  it  does  not  produce  ulceration  and  suppuration 
around  it ;  but  this  depends  on  circumstances.  Any  kind  of 
suture,  if  applied  too  tightly,  causes  ulceration  of  course,  and 
the  mere  contact  of  any  suture  may  produce  suppuration,  in 
case  the  vital  energy  of  the  patient  is  very  much  exhausted  be- 
fore the  operation.  Metallic  sutures  are,  therefore,  quite  as 
liable  as  the  silk  or  hemp  suture  to  produce  ulceration  in 
inexperienced  hands,  since  it  is  not  so  easy  to  adjust  the  for- 
mer with  precision  by  torsion  as  the  latter  by  tying  a  knot. 
Experience,  however,  should  rectify  this.  I  do  not  use  the 
twister,  however,  in  tightening  the  sutures  of  silver  wire ;  but, 
bringing  the  edges  of  the  skin  together  by  traction  upon  the 
wire,  I  then  make  a  turn  of  its  ends  upon  the  surface  at  once, 
and  secure  the  precise  degree  of  tightness  judged  requisite.  As 
many  more  turns  as  are  deemed  necessary  are  afterward  made 
upon  the  first,  each  being,  of  course,  farther  from  the  skin 
than  the  preceding  one.  Dr.  W.  L.  Atlee,  however,  prefers 
the  iron  wire  for  this  purpose. 

Martin,  Stilling,  Spiegelberg,  and  others,  have  observed  free 
suppuration  around  the  sutures  after  the  use  of  metallic  wires  ; 
and  Mr.  Wells  and  Dr.  Keith,  of  late,  have  used  silk  instead, 
frequently  allowing  it  to  remain  eight  to  ten  days,  without 
causing  the  slightest  irritation.1  Within  the  last  year,  how- 
ever, the  latter  has  used,  with  great  satisfaction,  the  carbolized 
catgut,  as  proposed  by  Dr.  Watson,  of  Edinburgh.  He  finds 
that  it  usually  does  not  produce  the  least  irritation,  and  is 
gradually  absorbed,  except  the  knots,  which  drop  off  in  eight 
to  ten  days. 

Whatever  be  the  substance  used  for  the  sutures,  I  prefer  to 
introduce  them  by  means  of  the  needle  shown  by  Fig.  47 ;  both 
because  they  can  be  introduced  more  rapidly  in  this  way  than 
in  any  other  with  which  I  am  acquainted,  and  especially  because 

1  Grenser,  p.  24. 
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they  can  thus  be  inserted  with  precision ;  since  any  required 
amount  of  strength  can  be  applied  to  the  needle  without  any 
danger  of  its  changing  its  direction. 

2.  The  inclusion  of  the  peritonaeum  by  the  sutures  which  close 
the  incision  was  first  practised  by  Dr.  Alban  Gr.  Smith,  in  1823 
(p.  242).  It  was  first  insisted  upon  by  Mr.  Wells,  as  very  im- 
portant, in  1859. 1  It  is  objected  to  by  Dr.  Charles  Clay,  Mr. 
I.  B.  Brown,  M.  Koeberle,  Dr.  A.  Dunlap,  and  a  few  others. 
It  is  always  practised,  and  considered  very  important,  by  Mr. 
Wells,  Dr.  Keith,  and  most  operators  in  this  country  and  Great 
Britain.  Mr.  Brown  objects  that  the  sutures  may  produce  sup- 
puration of  the  peritonaeum — a  very  rare  condition,  I  think, 
at  least  as  thus  induced.  Dr.  Dunlap  remarks  that  "  in  passing 
the  needle,  you  frequently  puncture  small  vessels,  and  a  consid- 
erable amount  of  blood  is  poured  out  along  the  ligatures.  If, 
then,  the  needle  entered  the  cavity  of  the  abdomen,  which  it 
must  do,  to  enclose  the  peritonaeum,  this  blood  would  be  as 
likely  to  flow  internally  as  externally,  and  might,  by  its  pres- 
ence there,  be  a  source  of  grave  disturbance."  8  The  success  of 
the  operation  does  not  turn,  certainly  in  most  cases,  on  this 
point,  and  most  operators,  previously  to  1850,  avoided  the  peri- 
tonaeum when  introducing  the  sutures,  and  Dr.  Dunlap  has 
himself  succeeded  in  forty-eight  out  of  sixty  ovariotomies.  The 
idea,  however,  can  no  longer  be  advanced  that  peritonitis  is 
risked  by  including  the  peritonaeum,  and  the  following  advan- 
tages far  more  than  counterbalance  any  disadvantages  I  am 
aware  of:    ■ 

a.  There  may  be  bleeding  of  the  vessels  of  the  sub-perito- 
neal areolar  tissue,  the  blood  falling  directly  into  the  peritoneal 
cavity  if  the  peritonaeum  is  not  included  in  the  sutures.  Dr. 
Dunlap  fears  that,  if  it  be  included,  blood  from  the  suture 
would  fall  at  once  into  the  peritoneal  cavity.  But  here  a  dis- 
tinction must  be  made.  Bleeding  may  result  in  the  sub-perito- 
neal layer  either  from  the  original  division  of  the  vessels,  or 
from  puncturing  with  the  needle.  In  the  former  case,  includ- 
ing the  peritonaeum  would  entirely  prevent  the  blood  falling 
into  the  peritoneal  cavity ;  and,  in  the  latter,  the  blood  would 
certainly  fall  into  that  cavity,  if  the  peritonaeum  were  not  in- 

1  Op.  cit,  Case  5,  p.  20.      2  Paper  read  before  Ohio  State  Medical  Society,  p.  15. 
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eluded.  On  the  other  hand,  if  the  needle  goes  through  the 
peritoneum  also,  and  produces  bleeding,  Dr.  Dunlap's  objec- 
tion might  seem  to  hold.  In  fact,  however,  no  case  of  internal 
haemorrhage,  from  such  a  cause,  has  ever  been  reported.  On 
the  contrary,  this  is  the  way  to  prevent  it.  In  the  third  case 
of  Dr.  W.  T.  Smith,  who  always  includes  the  peritonaeum,  a 
free  haemorrhage  occurred  from  a  puncture  from  the  needle 
traversing  the  rectus  muscle,  and  which  ceased  on  tightening 
the  suture.  But  there  was  no  reason  for  the  belief  that  any 
blood  passed  into  the  peritoneal  cavity.  Six  days  afterward,  a 
free  haemorrhage  again  occurred  from  the  same  vessel,  when 
the  suture  was  removed.  This  time  the  bleeding  was  arrested 
by  pressure  with  the  tip  of  the  finger,  and  then  there  was  no 
sign  of  the  blood  entering  the  peritoneal  cavity.  There  was  no 
opportunity  for  a  postmortem  examination,  since  the  patient 
recovered.1 

Of  course,  the  needle  is  not  to  be  so  large  but  that  its  punc- 
ture is  completely  filled  by  the  silk  it  carries.  And,  if  so,  no 
blood  can  issue  after  the  latter  is  introduced.  Besides,  if  the 
peritonaeum  is  included,  and  its  two  surfaces  in  contact  united, 
no  matter  can  then  pass  into  the  peritoneal  cavity,  even  if  it 
forms  in  the  course,  and  by  the  side,  of  the  sutures  themselves. 

o.  Adhesions  of  the  small  intestine  occur  over  the  entire 
surface  left  uncovered  by  the  peritonaeum.  Dr.  Dunlap  well 
suggests  that,  "  if  Nature  will  take  care  of  these  large  patches, 
sometimes  three  or  four  inches  wide,  on  the  walls  of  the  abdo- 
men, which  have  been  denuded  of  the  peritonaeum  (by  the  de- 
tachment of  adhesions),  by  reforming  it,  or  covering  it  with 
a  new  material,  which  will  answer  all  her  purposes,  why  not 
leave  the  narrow  strip  along  the  cut  to  her  care  % " 2  Nature 
will  doubtless  do  the  best  possible,  if  the  surface  be  left  denuded 
of  peritonaeum ;  and  will  treat  that  surface  precisely  as  she  does 
the  surfaces  whence  adhesions  have  been  torn  away.  In  both 
cases  she  will  supply  a  peritonaeum  from  the  small  intestine  in 
the  manner  just  explained.  But  we  do  not  invoke  such  adhe- 
sions in  the  one  case,  nor  the  other,  since  no  possible  advan- 
tage can,  and  much  possible  disadvantage  may,  result — as  I  need 
not  explain.     In  view  of  a  possible  repetition  of  ovariotomy  on 

1  "  Obstetrical  Transactions,"  vol.  iii.,  p.  49.  2  Loc.  cit.,  p.  15. 
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the  same  patient,  such  adhesions  on  the  line  of  the  first  incision 
are  of  great  moment.  In  Boinet's  case,  he  having  included  the 
peritonaeum  in  his  sutures,  no  trace  of  the  first  incision  was 
presented  on  the  peritoneal  surface  at  the  second  operation,  and 
no  adhesions  existed.  In  the  case  of  Dr.  Caswell,  of  Providence, 
already  mentioned  (p.  363),  the  small  intestine  was  adherent  in 
the  middle  line,  and,  had  his  second  incision  been  made  very 
near  to  the  first,  he  would,  as  he  remarks,  have  performed  en- 
terotomy,  instead  of  ovariotomy. 

g.  But  a  still  more  serious  accident  may  occur  if  the  peri- 
tonaeum be  not  included  in  the  sutures.  If  adhesion  of  the 
small  intestine  does  not  promptly  ensue  over  the  whole  denuded 
surface,  suppuration  will  occur  upon  it,  and,  of  course,  the  pus 
falls  into  the  peritoneal  cavity  at  the  risk  of  producing  septi- 
caemia. I  very  nearly  lost  my  fifth  case  from  septicaemia  pro- 
duced in  this  way,  the  abdominal  walls  being  so  thick  that  I 
could  not  keep  the  internal  edges  of  the  wound  in  accurate 
apposition.1  Or,  pus  forming  in  the  track  of  the  incision  may 
find  its  way  through  into  the  peritoneal  cavity,  with  similar 
results,  if  the  peritonaeum  has  not  been  included.  I  have  re- 
peatedly had  foci  of  pus  form  in  the  track  of  the  incision,  the 
latter  lying  open  down  to  the  peritonaeum ;  but  I  have  never 
had  any  special  anxiety  respecting  its  entrance  into  that  cavity, 
since,  if  the  peritonaeum  be  included  in  the  sutures,  it  unites 
firmly  by  the  first  intention,  and,  not  being  prone  to  suppura- 
tion, will  not,  for  several  days  at  least,  reopen. 

d.  Finally,  it  is  stated  by  Fehr  that  the  peritonaeum  is 
sometimes  so  lax  after  much  tension  by  the  ovarian  tumor  as 
to  fall  into  the  peritoneal  cavity,  if  it  is  not  included  in  the 
sutures. 

But  the  recti  muscles  should  also  be  included  in  the  sutures ; 
or  a  ventral  hernia  may  be  the  final  result.  If  not  included, 
the  linea  alba  does  not  recover  its  original  firmness,  and  the 
mass  of  intestines  may  gradually  force  the  recti  asunder,  and 
thus  protrude  between  them.  I  have  myself  had  a  single  in- 
stance of  this  kind  ;  and  have  seen  several  in  the  experience  of 
others.     In  my  own  case,2  the  internal  edges  of  the  incision 

1  American  Journal  of  Medical  Sciences,  July,  1864.    See  Chap.  VIII.,  Sec.  ii.,of 
this  work.  8  Ibid. 
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could  not  be  kept  in  accurate  apposition,  from  great  thickness 
of  the  abdominal  walls ;  although  the  peritonaeum  and  the  recti 
were  included  in  the  sutures,  and  the  latter  were  applied  but 
half  an  inch  apart.  It  was  a  small  protrusion  at  first,  but,  the 
patient  being  employed  after  her  recovery  in  very  hard  labor, 
it  became  at  length  quite  large.  Mr.  C.  Hawkins  mentions  the 
case  of  a  man  stabbed  through  the  abdominal  walls  by  a  small 
stiletto,  who  several  years  afterward  had  a  fatal  hernia  occurring 
between  the  muscles  and  the  integument.1  After  ovariotomy, 
however,  strangulation  in  these  circumstances  is  impossible; 
and  a  large  protrusion  can  be  prevented  by  seasonable  and 
continued  precautions. 

It  scarcely  needs  to  be  added  that  great  care  must  be  taken 
to  maintain  the  natural  relations  of  the  opposite  edges  of  the 
incision,  so  that  there  may  be  no  gathering  of  one  side  to  make 
it  correspond  with  the  other,  in  closing  the  last  two  or  three 
inches.  There  is  no  objection  to  placing  the  sutures  within 
one-half  inch  of  each  other  in  any  case ;  and  they  in  no  case 
need  be  any  nearer  than  this.  Some  use  both  the  deep  and 
superficial  sutures.  The  latter  are  unnecessary,  if  the  former  are 
near  enough  together  to  be  relied  upon  ;  unless  merely  to  bring 
the  edges  of  the  skin  together,  wherever  they  are  found  not  to 
meet  after  the  deep  sutures  are  tightened.  It  is  well  to  intro- 
duce all  the  deep  sutures  as  rapidly  as  possible,  not  stopping 
to  tighten  any  till  all  are  in  place.  The  anaesthetic  may  then 
be  discontinued  and  the  tightening  afterward  effected.  I  pre- 
fer, however,  to  let  the  patient  feel  the  introduction  of  the  last 
few  sutures,  since  thus  she  is  roused  from  the  prostrating  effects 
of  the  operation  and  the  anaesthetic,  and  sooner  gets  a  satisfac- 
tory reaction. 

If  there  be  ground  to  apprehend  internal  bleeding  from 
surfaces  whence  adhesions  have  been  detached,  I  introduce  a 
tent  four  lines  in  diameter  and  two  inches  long,  between  the  two 
sutures  at  the  lower  end  of  the  incision ;  to  be  removed  in  from 
forty-eight  to  ninety-six  hours,  according  to  the  circumstances 
to  be  detailed  in  the  chapter  respecting  the  after-treatment. 

Kceberle's  method  of  closing  the  incision  is  somewhat  elabor- 
ate, and  is  shown,  together  with  his  management  of  the  pedi- 

1  London  Medical  Gazette,  October  30,  1846,  p.  739. 
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cle,  by  Fig.  55.  Finally,  Breslau,  of  Zurich,  after  extirpating 
a  gangrenous  cyst,  did  not  close  the  incision  at  all ;  but,  fearing 
septicaemia,  he  united  the  thickened  margin  of  the  peritonaeum 
to  the  skin  on  the  same  side.  The  patient  recovered  in  fifty- 
seven  days.1 


FIG.  55. — Koebekle's  Method  of  treating  the  Pedicle  and  closing  the  Incision. 

A,  clamp  constricting  the  pedicle,  which  is  also  transfixed  by  a  steel  pin.    B,  incision.    C,  ligatures 
from  adhesions  and  omentum.    D,  umbilicus.    E,  deep  sutures.    F,  superficial  sutures. 

1  Grenser,  p.  58. 
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B.  In  respect  to  the  dressings  to  be  applied  after  the  incision 
is  closed,  different  operators  have  varied.  If  the  clamp  has 
been  used,  the  stump  of  the  pedicle  is  first  to  be  painted  over 
with  the  persulphate  or  the  perchloride  of  iron,  and  then  the 
dressings  are  applied.  Dr.  Black  applied  somewhat  elaborate 
fomentations  of  poppy-capsules,  camomile,  etc.,1  frequently 
changed ;  and  thought  them  very  efficacious  in  conducing  to 
the  patient's  recovery.  Dr.  Atlee  and  Mr.  I.  B.  Brown  for- 
merly applied  the  many-tailed  flannel  bandage;  and  Mr. 
"Wells  the  simple  bandage  of  flannel  over  carded  cotton.  In 
Germany  some  operators  apply  ice  to  the  abdomen,  as  prevent- 
ing exudation  and  tympanites,  and  being  very  comfortable  to 
the  patient.  In  this  country  and  in  Great  Britain  warmth  is 
applied,  as  still  more  comfortable.  I  would  defer  cold  applica- 
tions till  great  heat  of  the  abdominal  surface  arises ;  and  con- 
sider the  following  dressing  all  that  is  required  : 

1.  A  bandage  of  adhesive  plaster  around  the  abdomen,  as 
first  suggested,  I  think,  by  Prof.  J.  P.  White,  of  Buffalo ;  two 
or  three  strips  five  inches  wide,  and  long  enough  to  surround 
the  abdomen.  This  gives  great  comfort  and  support,  and  is 
very  efficient  in  preventing  tympanites,  which  is  so  often  a 
symptom  very  difficult  of  management.  It  should  remain  at 
least  a  week,  unless  it  becomes  uncomfortably  tight  to  the  pa- 
tient. I  have  had  patients  insist  upon  retaining  it  for  two  and 
even  three  weeks.  No  adhesive  straps  need  be  applied  in  the 
usual  way. 

2.  A  compress  wrung  in  warm  water,  covered  with  oil-silk, 
to  be  changed  every  twelve  hours ;  and  upon  this  a  dry  com- 
press large  enough  to  give  some  degree  of  rotundity  to  the 
collapsed  abdomen. 

3.  A  double  flannel  bandage  over  all  the  preceding. 

4.  Clean  clothes  having  also  been  put  on,  so  far  as  may  be 
done  without  disturbing  the  trunk  of  the  patient,  she  is  at 
length  put  into  a  bed  between  warm  blankets,2  with  other  ample 
warm  coverings,  and  with  rubber  bottles  of  hot  water  placed 
at  her  feet.      It  is   a  valuable   suggestion  of  Dr.  D.  Lloyd 

1  The  Lancet,  October,  1863,  p.  649. 

8  Mr.  Bankhead  sewed  up  his  patient  after  ovariotomy  in  a  flannel  roller.     {The 
Lancet,  1868,  p.  492.) 
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Roberts,  of  St.  Mary's  Hospital,  Manchester,  England,  that  the 
patient  be  carried  to  her  bed  with  the  utmost  care,  since  the 
least  concussion  may  produce  vomiting.1 

Thus  it  is  evident  that  the  success  of  ovariotomy  does  not 
depend  upon  the  performance,  however  skilful,  of  any  single 
step  of  the  operation,  but  on  the  bestowal  of  the  greatest  care 
upon  all  its  details.  On  the  other  hand,  a  fatal  result  may  be 
determined  by  a  want  of  care  and  skill  in  respect  to  any  one 
of  the  stages  which  have  been  described.  Dr.  Keith,  in  reply 
to  a  direct  question,  writes 2  as  follows  :  "  You  ask  me  to  what 
I  attribute  my  results.  I  cannot  tell.  I  wish  I  could.  I  do 
the  best  I  can  for  each  individual  case,  give  my  mind  to  every 
case.  ...  do  the  operation  as  carefully  as  I  can,  and  lose  as 
little  time  as  possible  in  the  doing  of  it,  consistent  with  stopping 
all  bleeding."  Equal  care  and  skill  are  also  required  in  the 
after-treatment,  in  complicated  cases;  of  which  no  one  has 
given  fuller  proof  than  the  operator  just  quoted. 

1  The  Lancet,  vol.  i.,  1870,  p.  190.  2  January,  1872. 


CHAPTEK  Yin. 

THE   TREATMENT    AETER   OVARIOTOMY. 

The  surgeon  who  takes  charge  of  a  case  after  an  ovari- 
otomy performed  by  another,  assumes  much  of  the  responsi- 
bility of  the  case,  and  four-fifths  at  least  of  the  anxiety.  ISTot 
that  the  after-treatment  is  more  important  than  the  operation 
itself  in  its  influence  on  the  result,  or  can  atone  for  an  oper- 
ation badly  performed ;  but  an  unfavorable  result  may  in  al- 
most any  complicated  case  be  determined  by  a  want  of  skill  in 
the  consecutive  management  of  the  case,  however  skilfully  the 
operation  may  have  been  performed.  I  have  therefore  shown 
how  desirable  it  is  that  the  operator  directly  supervise  the 
after-treatment,  and  have,  till  very  recently,  declined  all  cases 
of  which  it  was  not  convenient  to  have  the  subsequent  care. 
There  are  instances,  however,  in  which  a  division  of  labor  may 
accrue  to  the  patient's  benefit.  "  There  are  many,"  as  Mr.  Solly 
remarks,  "  who,  after  having  performed  the  operation  skilfully 
and  successfully,  have  not  the  patience  to  attend  to  all  the 
minor  details  on  which  the  success  of  the  operation  appears 
mainly  to  depend." 3 

Until  quite  recently,  however,  very  few,  besides  ovarioto- 
mists  themselves,  had  any  definite  idea  in  regard  to  the  treat- 
ment actually  required  after  ovariotomy.  And  it  is  really 
wonderful,  as  Mr.  Wells  has  remarked,  that  so  many  patients 
have  outlived  the  after-treatment,  when  we  consider  how  heroic 
it  has  sometimes  been ;  venesection,  leeching,  bleeding,  calomel- 
purging,  and  fasting,  having  all  been  tried  with  the  greatest 
assiduity,  and  sometimes  when  a  directly  opposite  course  was 

1  Clinical  lecture,  London  Medical  Gazette,  June,  1846. 
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required.  I  shall  speak  first  of  the  general  treatment,  and 
then  of  the  treatment  demanded  by  the  various  symptoms  and 
conditions  as  they  arise. 

SECTION  I. 

GENERAL  TREATMENT   AFTEE   OVARIOTOMY. 

1.  The  dressings  already  mentioned  are  changed  as  required, 
two  or  three  times  in  the  twenty-four  hours,  perfect  cleanliness 
being  insisted  on ;  warmth  is  applied  till  reaction  is  secured, 
and  a  comfortable  temperature  is  afterward  maintained.  The 
catheter  is  introduced  once  in  six  hours  (oftener  if  the  patient 
demands  it)  for  from  forty-eight  to  ninety-six  hours  (five  or  six 
days — Dr.  Clay),  according  to  the  symptoms,  after  which  time, 
efforts  at  micturition  are  allowed.  Quiet  of  body  and  mind  is 
to  be  insisted  on  for  the  first  five  days,  and  opiates  enough  are 
to  be  administered  to  secure  this  object  and  overcome  pain,  and 
no  more.  The  hypodermic  injection  of  morphia,  immediately 
after  the  operation,  adds  much  to  the  depressing  effect  of  the 
operation,  and  should  be,  as  a  rule,  discountenanced.  "No  one 
but  the  physician  and  necessary  attendants  should  be  admitted 
to  the  apartment  during  the  first  three  days,  even  in  the  most 
favorable  cases.  The  sutures  are  to  be  partly  or  wholly  re- 
moved, if  there  be  no  tympanites,  on  the  fourth  day ;  the  clamp 
becomes  detached  from  the  fourth  to  the  tenth  day. 

2.  The  temperature  of  the  room  being  70°  to  even  80°  dur- 
ing the  operation,  may  be  kept  at  about  65°  after  reaction  is 
established.  And  the  ventilation  of  the  apartment  should  be 
perfect.  Mr.  Wells's  patients,  even  in  the  winter  months,  were 
found  lying  with  the  window  open,  but  the  curtain  down  and 
the  bed  protected  by  a  screen. 

3.  Yery  little  nourishment  is  to  be  given  the  first  seventy- 
two  hours.  I  prefer  to  continue  the  milk-porridge,  used  before 
the  operation  (p.  398).  I.  B.  Brown  gives  barley-water,  or 
iced  milk,  or  wreak  broths,  and  sometimes  ale  and  a  mutton- 
chop  on  the  third  day.  Mr.  Wells  and  Dr.  Keith  give  barley- 
water  mainly,  but  the  latter  gives  no  food  at  all  till  after  fiatus 
passes  per  anum  •  only  a  little  cold  water,  or  a  few  sips  of  very 
hot  water.     He  gives  soup-and-brandy  enemas  in  the  feeblest 
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cases.1  Dr.  Roberts  advises  as  little  food  as  possible  the  first 
forty-eight  hours,  to  obviate  sickness  and  vomiting.2  No  solid 
food  is  to  be  given,  as  Dr.  Clay  judiciously  advises,  until  asked 
for  by  the  patient.  If  the  stomach  is  irritable,  the  nourish- 
ment as  well  as  the  opiate  is  to  be  administered  per  rectum,  in 
which  case  beef-tea  is  a  good  substitute  for  the  milk-porridge. 
The  bowels  are  not  expected  to  be  relieved  under  seven  or 
eight  days,  and  are  generally  first  unloaded  by  a  large  enema 
of  soap-and-water.  In  the  most  favorable  cases  there  is  very 
little  and  sometimes  there  is  no  febrile  excitement  to  require 
any  form  of  medication.  The  patient  sits  up  at  the  end  of  from 
fifteen  to  eighteen  days,  and  returns  to  her  home  in  four  or  five 
weeks.  An  abdominal  bandage  is  required  for  about  six  months. 
The  general  history  of  the  progress  of  a  case  after  ovari- 
otomy is  important.  There  are  certain  periodic  changes  to  be 
expected,  and  the  attending  surgeon  should  watch  for  them, 
and  be  ready  to  contend  successfully  against  those  of  fatal  ten- 
dency.    Dr.  Charles  Clay  remarks  that 3 — 

If  the  patient  does  not  sink  immediately  from  shock  (that  is,  within 
the  first  twenty-four  hours  after  the  operation),  the  first  critical  day  will 
be  the  third,  and  the  cause  of  fatality,  if  the  case  so  terminates,  will  be 
unsubdued  inflammation. 

The  next  critical  period  is  the  sixth  day,  when  I  first  apprehend  danger 
after  the  subsidence  of  peritoneal  inflammation  (in  the  elder  class  of  fe- 
males particularly),  from  prostration;  should,  however,  the  case  be  young, 
this  termination  may  be  deferred  to  the  ninth  or  next  critical  day,  which 
is  the  usual  period  of  prostration  for  younger  females. 

If  the  patient  passes  this  point,  the  case  assumes  a  far  more  favorable 
prospect  for  recovery,  and  the  critical  days  become  of  less  consequence ; 
nevertheless,  I  have  seen  the  twelfth  day  usher  in  some  very  troublesome 
symptoms,  consequent  on  the  loosening  or  entirely  throwing  off  the  liga- 
tures on  the  pedicle,4  and  in  one  or  two  cases  I  have  seen  (about  this  pe- 
riod) a  secondary  attack  of  peritoneal  inflammation,  or  inflammation  of  the 
mucous  membrane,  which,  if  not  carefully  and  actively  managed,  or  fore- 
seen and  prevented,  may  wreck  the  patient.  After  this  period  I  generally 
consider  the  case  moderately  safe,  and  have  seldom  been  disappointed. 

In  exceptional  cases  no  symptoms  occur  after  ovariotomy 

1  Letter,  January,  18*72.  2  Lancet,  February,  18*70. 

8  "  Obstetrical  Transactions,"  vol.  v.,  pp.  63,  64,  1864. 

4  A  slight  shivering,  with  febrile  reaction,  may  be  produced  also,  at  about  this 
time,  by  suppuration  even  around  but  a  single  suture,  as  in  Mr.  Wells's  one  hun- 
dred and  tenth  case  (p.  296). 
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which  require  any  medication,  except  perhaps  a  small  dose  or 
two  of  an  opiate  in  the  first  forty-eight  hours.  The  following 
graphic  account  by  Mr.  Wells  of  the  rapid  convalescence,  after 
ovariotomy,  of  a  patient  twenty  years  of  age  (Case  40),  is  no 
less  truthful  as  applied  to  many  other  instances.  His  remarks 
were  made  at  the  Samaritan  Hospital,  July  14,  1862,  just  one 
week  after  the  operation : 

The  young  girl,  whom  you  now  see  looking  so  well  and  happy,  is 
hardly  to  be  recognized  as  the  same  person  from  whose  abdomen  some  of 
you  saw  me  remove,  only  last  Monday,  an  ovarian  tumor  which  weighed 
more  than  forty  pounds.  A  week  ago,  she  was  a  pale,  emaciated  girl,  with 
the  anxious,  suffering  expression,  the  compressed,  elongated  lips,  the  de- 
pressed angles  of  the  mouth,  the  deep  curved  wrinkles  around  them,  the 
widely-opened,  sharply- defined  nostrils,  the  prominent  cheek-bones,  the 
sunken  eyes,  the  furrowed  forehead,  so  often  seen  in  the  subjects  of  ova- 
rian disease — pointing  not  only  to  such  a  loss  of  fat  as  leaves  the  bones 
and  muscles  almost  as  perceptible  as  if  they  had  been  dissected,  but  also 
to  something  more — to  the  heavy  weight  the  patient  has  to  carry  in  a 
situation  impeding  respiration,  and  preventing  free  action  of  the  dia- 
phragm— for  the  tumor  encroaches  on  the  thoracic  cavity,  displaces  both 
lungs  and  heart,  and  interferes  with  their  functions.  Now  all  this  morbid 
physiognomy  lias  disappeared.  It  disappeared,  indeed,  a  few  hours  after 
the  removal  of  the  tumor.  Even  a  casual  observer  would  then  have  seen 
that  the  girl  had  been  relieved  of  a  great  load ;  and  since  then  day  by  day, 
as  she  has  had  to  speak  thankfully  of  quiet  nights,  of  unwonted  freedom 
of  respiration,  of  absence  of  pain,  and  of  returning  appetite,  so  have  we 
seen  the  color  return  to  her  lips  and  cheeks,  the  eyes  brighten,  and  the 
furrows  and  wrinkles  of  premature  emaciation  begin  to  disappear,  as  the 
body  has  again  begun  to  be  nourished,  since  the  drain  upon  the  system 
caused  by  the  rapid  growth  of  the  tumor  has  been  stopped.  At  first,  the 
sudden  removal  of  such  a  strain  seemed  to  be  almost  too  much  for  the 
system ;  it  seemed  as  if  it  were  difficult  for  heart  and  lungs  to  play  with 
even  balance  under  so  much  lighter  a  task — the  pulse  was  a  little  hurried, 
the  face  flushed,  the  skin  rather  hot.  But  soon  we  had  a  free  perspiration, 
and  all  went  well.1 

One  of  my  own  patients  had  a  still  more  remarkable  re- 
covery than  the  preceding.  Being  extremely  emaciated  and 
debilitated  by  a  suppurating  cyst  containing  sixty  pounds  of 
fluid,  she  nevertheless  rallied  within  thirty  minutes  after  the 
operation,  and  had  no  febrile  reaction  at  all  during  her  very 
rapid  convalescence.  Nor  did  she  actually  require  any  medicine 
1  Op.  cit,  pp.  117,  118. 
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at  all,  though  she  took  a  small  dose  of  the  liquor  opii  com- 
positus  the  next  morning  after  the  operation,  and  another  two 
or  three  days  afterward,  on  both  occasions  for  a  slight  pain  from 
flatulence.  She  regained  her  appetite  on  the  day  after  the 
operation ;  slept  well  every  night ;  and  made  no  complaint  what- 
ever during  her  recovery,  except  on  account  of  the  limited 
amount  of  food  allowed  her  for  the  first  few  days.  Her  face 
indicated  an  increase  of  flesh  within  the  first  seventy-two  hours, 
and  regained  its  natural  happy  expression  within  the  first 
twenty-four. 

But  such  are  exceptional  cases,  and  I  proceed  to  consider 
the  special  symptoms  and  conditions  which  are  liable  to  occur. 

SECTION   II. 

TBEATMENT    OF    SPECIAL   SYMPTOMS   AND   CONDITIONS   AFTEE   OTAEIOTOMY. 

Tympanites  and  vomiting  are  sometimes  very  distressing 
symptoms  after  ovariotomy,  and  demand  very  prompt  attention. 
But  the  conditions  which  give  the  greatest  apprehension,  since 
they  are  the  most  common  causes  of  a  fatal  result,  are  : 

1.  Shock  and  collapse. 

2.  Haemorrhage. 

3.  Acute  peritonitis. 


4.  Asthenic  peritonitis. 

5.  Septicaemia. 


I  shall  consider  all  the  conditions  just  mentioned,  in  the 
order,  in  respect  to  time,  in  which  they  generally  occur ;  and 
then  speak  of  certain  other  accidental  complications. 

Dr.  James  Y.  Simpson  remarked  that  collapse  is  "  an  acci- 
dent peculiarly  liable  to  occur  after  operations  or  injuries  about 
the  pelvic  organs  ;  and  no  sufficient  explanation  of  it  has  yet 
been  supplied,  nor  does  it  even  appear  that  sufficient  attention 
has  yet  been  given  to  it." 

1.  Shock  and  collapse,  after  ovariotomy,  are  much  less  fre- 
quent since,  than  before,  the  use  of  anesthetics.  And  yet  I 
have  in  more  than  one  instance  seen  the  latter  produced  by 
their  careless  administration,  as  explained  on  page  384.  If  the 
anaesthetic  be  administered  cautiously,  a  knowledge  of  the  pa- 
tient's temperament  and  condition,  at  the  time  of  the  operation, 
will  enable  the  surgeon  to  judge  pretty  accurately  respecting 
the  shock  she  will  experience,    it  being  increased,  however, 


TREATMENT   AFTER  OVARIOTOMY.  493 

somewhat  in  proportion  to  the  length  of  time  spent  in  the 
operation,  and  of  course  by  the  loss  of  a  large  amount  of  blood. 
If  there  is  reason  to  apprehend  danger  from  this  source,  the 
inhalation  of  the  vapor  of  alcohol  together  with  the  anaesthetic 
is  a  judicious  precaution ;  and  there  should  be  no  hesitation  in 
administering  a  stimulant  as  soon  after  the  operation  as  the 
patient  can  swallow  it.  Warmth  must  also  be  assiduously  ap- 
plied till  reaction  is  fairly  established.  After  this  has  been 
once  effected,  the  danger  from  shock  has  generally  passed. 
Death  from  shock  therefore  generally  occurs  within  the  first 
twelve  or  twenty-four  hours  ;  though  sometimes  a  state  of  col- 
lapse continues  even  forty-eight  hours  before  a  fatal  termina- 
tion. Any  amount  of  a  stimulant,  cautiously  given,  may  be 
regarded  as  too  small  till  some  reaction  is  seen  to  result  from 
it ;  when  it  may,  of  course,  be  diminished.  Concentrated  fluid 
nourishment,  such  as  beef-tea,  wine-whey,  or  milk-punch,  must 
also  be  given  as  soon  as  reaction  commences,  and  be  continued 
as  the  amount  of  stimulant  is  diminished,  until  it  is  made  certain. 
2.  Vomiting  is  a  very  serious  symptom  after  ovariotomy, 
and  is  considered  here,  since  one  of  its  forms  may  occur  im- 
mediately after  the  operation.  I  have  already  spoken  of  it  as 
very  dangerous  in  cases  complicated  with  adhesions,  since  it 
is  liable  to  produce  haemorrhage  from  the  surfaces  whence  they 
have  been  detached.  It  is  also  dangerous  in  every  case  if  the 
clamp  has  been  used,  since  thus  traction  is  almost  certainly 
made  upon  the  uterus.  It  may  also  detach  a  ligature,  not 
well  applied,  from  the  pedicle,  and  thus  produce  haemorrhage ; 
and,  in  case  of  coexisting  peritonitis,  may  much  exaggerate  the 
patient's  sufferings  as  well  as  increase  her  danger.  In  Mr. 
"Wells's  one  hundred  and  third  case  an  attack  of  vomiting  oc- 
curred  on  the  evening  of  the  third  day  after  the  operation, 
which  forced  open  the  lower  part  of  the  wound,  and  a  good 
deal  of  reddish  serum  escaped.  The  next  morning  he  found  a 
full  inch  of  the  wound  open,  but  no  intestine  to  be  seen.  He 
put  in  two  hare-lip  pins  to  prevent  any  further  opening,  but 
left  the  lower  end  of  the  wound  open,  to  admit  of  the  escape 
of  serum.  The  patient  subsequently  became  jaundiced  and 
tympanitic,  and  died  on  the  twenty-ninth  day.1    In  his  first 

1  Op.  cii,  p.  272. 
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case  of  a  second  ovariotomy,  Mr.  Wells  found,  on  the  evening 
of  the  third  day  after  the  operation,  that,  in  a  paroxysm  of 
belching,  "  the  lower  part  of  the  wound  gave  way,  and  a  knuckle 
of  intestine  protruded,  and  a  good  deal  of  fetid  serum  escaped. 
He  returned  the  intestine,  reapplied  three  sutures  deeply,  and 
the  patient  did  not  seem  to  be  worse.  On  the  next  day  there 
was  free  fetid  discharge  from  the  lower  part  of  the  wound,  and 
vomiting  became  troublesome."  The  tympanites  increased, 
and  the  patient  died  on  the  seventh  day.1 
Vomiting  may  be  produced : 

1.  By  the  anaesthetic  used. 

2.  May  be  a  symptom  of  incipient  and  advancing  peritonitis. 

3.  May  be  produced  by  tympanites. 

4.  May  result  from  simple  irritability  of  the  stomach  in 
cases  attended  by  great  prostration. 

5.  From  the  too  free  use  of  opiates, 

6.  From  too  high  a  temperature  of  the  apartment. 

This  symptom  may  often,  therefore,  be  prevented  by  proper 
precautions.  The  anaesthetic  should  be  some  other  than  chloro- 
form, since  that  most  frequently  produces  vomiting  (p.  384). 
At  the  present  day  large  doses  of  opiates  are  not,  as  formerly, 
in  vogue.  In  regard  to  the  temperature  of  the  patient,  Dr.  F. 
Bird  found  in  his  third  case  that,  so  long  as  nervous  excitement 
was  controlled  and  the  activity  of  the  skin  was  maintained,  the 
patient  did  well.  On  the  third  day,  therefore,  since  much  fever 
and  tenderness  on  pressure  of  the  abdomen  arose,  he  raised  the 
temperature  of  the  room  from  75°  to  85°,  and  in  a  short  time 
these  symptoms  disappeared  with  free  diaphoresis.2  He  attrib- 
uted the  increased  febrile  action  to  the  "  sudden  cessation  of 
large  secretion,  the  amount  of  circulating  fluid  necessary  for  its 
support  being  thrown  back  on  the  system."  3  Such  an  elevation 
of  temperature  is,  however,  objectionable  except  in  the  condi- 
tion just  described.  It  must  also  be  remembered  that  all  of 
the  blood  contained  in  the  vessels  of  the  tumor,  at  the  instant 
the  pedicle  is  constricted,  is  removed  with  the  tumor,  and 
therefore  does  not  "  fall  back  upon  the  system  "  at  all. 

Dr.  Clay  admits  (in  1864)  that  he  has  never  found  an  effi- 

1  Op.  cit.,  p.  322.  5  London  Medical  Gazette,  August,  1844,  p.  657. 

3  Ibid.,  December  29,  1843. 
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cient  remedy  for  tlie  gulping  and  vomiting,  after  ovariotomy, 
under  the  influence  of  chloroform :  "  A  little  patience,  with  a 
little  gum-water,  is,  perhaps,  the  best  remedy."  1  He  would  be 
glad  to  avoid  chloroform  altogether,  since  he  was  not  so  annoyed 
by  this  symptom  before  he  used  it ;  having  had  fourteen  ovari- 
otomies before  anaesthetics  had  been  introduced,  of  which  nine 
recovered.  Dr.  Keith  controlled  the  vomiting  by  the  use  of 
hot  water ;  but,  of  late,'  he  uses  ether  as  an  anaesthetic,  and  has 
no  vomiting.  Mr.  I.  B.  Brown  and  Dr.  Simpson  give  ice  and 
carbonic  acid  for  the  chloroform- vomiting.  If  vomiting  occur 
from  the  chloroform  during  the  operation,  Kceberle  advises  to 
hurry  on  the  chloroformization.2  The  latter  stopped  the  chloro- 
form-vomiting in  his  first  case  by  sitting  by  his  patient,  and 
compressing  her  abdomen  for  two  hours  after  the  operation. 
The  mere  substitution  of  ether  for  the  chloroform  would  have 
been  a  relief  to  both  patient  and  physician. 

As  a  symptom  of  peritonitis,  vomiting  is  best  controlled,  at 
first,  by  an  opiate,  and  especially  by  an  hypodermic  injection 
of  the  muriate  of  morphia — one-fourth  to  one-third  of  a  grain 
every  two  hours,  or  oftener.  Ice  and  iced  drinks  are  usually 
tried  in  this,  as  in  most  other  forms  of  vomiting.  But  the 
green  vomiting  of  advanced  peritonitis,  of  a  low  type,  is  usually 
irremediable,  and  indicates  a  rapid  termination  of  the  case.  I, 
however,  once  succeeded,  after  various  other  means  had  been 
tried  in  vain,  by  the  administration  of  §  yj  of  infusion  of  gin- 
ger ( 3  ij  to  Oj),  given  at  a  single  dose.  The  patient,  however, 
died  several  days  afterward,  of  exhaustion.  Kceberle  finally 
succeeded,  in  a  very  obstinate  case,  by  the  administration,  every 
fifteen  minutes,  of  thirty  drops  of  ether  with  gum-water.  The 
oxalate  of  cerium,  which  is  so  much  relied  on  to  arrest  vomit- 
ing in  other  conditions,  proves  of  little  avail  in  connection  with 
either  form  of  peritonitis.3 

The  eructations  and  vomiting  dependent  on  tympanites  do 
not  usually  come  on  till  the  fourth  (or,  perhaps,  the  third  or  the 
fifth)  day.  They  may  often  be  relieved  by  merely  changing 
the  position  of  the  patient,  by  raising  the  shoulder,  or  in  some 
other  way,  especially  if  depending  upon  a  distention  of  the 

1  "  Obstetrical  Transactions,"  vol.  v.,  p.  62. 

2  "  Operations  d'Ovariotomie,"  p.  23,  note.  3  Mr.  Wells's  case  10,  p.  42. 
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stomach  merely ;  for  gas  will,  of  course,  pass  from  the  stomach 
into  the  small  intestine,  if  the  pylorus  is  the  highest  part  of  the 
stomach,  as  is  the  case  if  the  patient  lie  on  the  left  side.  But, 
if  this  does  not  suffice,  a  sudden  compression  of  the  stomach,  at 
the  moment  when  the  effort  is  made  by  the  patient,  may  aid 
the  stomach  to  relieve  itself.1  Of  course,  the  removal  of  the 
tympanites  is  here  to  be  aimed  at,  and  will  be  subsequently 
considered.  * 

Yomiting  from  great  prostration  is  very  difficult,  and  often 
impossible,  to  control.  Iced  champagne  is,  perhaps,  the  reme- 
dy most  to  be  relied  on.  Yichy-water,  with  which  a  stimulant 
is  mixed,  will  also  sometimes  succeed.  A  mild  sinapism  to  the 
epigastrium  may  be  found  useful.  A  mixture  of  equal  parts  of 
chloric  ether  and  aromatic  spirits  of  ammonia  (f  3j,  well  di- 
ted,  every  half-hour)  is  also  a  valuable  remedy.  Hydrocyanic 
acid  may  also  succeed.  Meantime,  the  patient's  strength  must, 
if  possible,  be  augmented  by  nutritive  enemata. 

It  is  sufficient  to  call  attention  to  the  fact  that  vomiting  is 
sometimes  produced  by  too  high  a  temperature  of  the  apart- 
ment, and  by  a  too  free  administration  of  opiates. 

3.  Haemorrhage  may  proceed,  after  the  operation,  from  the 
pedicle  or  from  surfaces  whence  adhesions  have  been  detached. 
If  from  the  pedicle,  whether  from  a  mere  contraction  of  the 
latter,  as  in  Mr.  Solly's  case,  or  from  the  slipping  of  a  ligature, 
it  generally  occurs  within  the  first  twelve  or  twenty-four  hours. 
But,  of  the  two  fatal  cases  from  hemorrhage  out  of  Dr.  Charles 
Clay's  first  one  hundred  and  eight  ovariotomies,  one  died  thirty 
hours  after  the  operation.  Having  a  frightful  dream,  she  sud- 
denly started  in  her  sleep,  and  thus  slipped  the  ligature  from 
the  pedicle,  and  died  immediately  from  internal  haemorrhage. 
In  another  of  Dr.  Clay's  cases,  haemorrhage  occurred  on  the 
second  day  after  the  operation,  the  ligature  not  having  been 
applied  tightly  enough  to  the  very  thick  pedicle.  The  incision 
was  reopened,  by  the  removal  of  the  lowest  three  sutures,  the 
pedicle  was  seized,  and  ligated  again.  A  peritonitis  very  diffi- 
cult to  manage  ensued,  but  the  patient  recovered,  and  a  second 
ovariotomy  was  successfully  performed  on  her,  sixteen  years 
afterward,  by  Dr.  W.  L.  Atlee.2 

1  Koeberle,  loc.  cit.,  p.  31.  2  "Obstetrical  Transactions,"  vol.  v.,  p.  59. 
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Mr.  Wells,  finding  that  free  bleeding  had  occurred,  four 
hours  after  the  operation,  in  his  fortieth  case,  "  at  once  re- 
opened the  wound,  by  removing  hare-lip  pins  and  sutures, 
grasped  the  uterus,  and  tied  the  bleeding  surface  in  three  por- 
tions. This  quite  stopped  the  bleeding.  It  had  been  very  free, 
and,  at  one  time,  when  the  patient  had  fainted,  I  feared  she 
was  dead."  The  patient  finally  recovered,  though  the  blood 
remaining  in  the  pelvis  afterward  underwent  decomposition, 
and  symptoms  of  septicaemia  ensued.  On  the  fourteenth  day 
after  the  operation,  Mr.  Wells  made  a  puncture  per  vaginam 
into  the  Douglas  cul-de-sac,  and  thus  evacuated  eight  ounces 
of  dark-colored  fetid  fluid,  with  immediate  relief.1 

Bleeding  from  the  pedicle  does  not,  however,  always  occur 
so  promptly  after  the  operation,  even  as  the  second  day.  In 
Koeberle' s  fourth  case,  it  occurred  as  late  as  the  fourteenth  day, 
and  under  the  following  circumstances  : 

At  the  operation,  Koeberle  had  applied  his  circular  con- 
strictor to  the  pedicle,  and  then  passed  a  steel  pin  through  it, 
above  the  clamp,  as  shown  in  Fig.  55.  The  pedicle  being 
short,  the  abdominal  walls  formed  a  concavity  around  the  pedi- 
cle, though  there  were  no  symptoms  of  traction  of  the  uterus. 
The  clamp  was  removed  on  the  fourth  day,  and  the  stump  of 
the  pedicle  neatly  separated  on  the  eleventh.  A  hemorrhage 
occurred  on  the  twelfth  day,  from  an  artery  in  the  pedicle 
which  opened  in  the  concave  cicatrix,  and  was  arrested  by  the 
application  of  lint  dipped  in  Pagliari's  styptic,  and  a  body  band- 
age. The  bleeding,  however,  returned  with  violence  on  the 
fourteenth  day,  and  the  haemorrhage  was  arrested  by  Koeberle 
as  follows  :  "  The  lower  infundibuliform  portion  of  the  cicatrix 
contained  a  coagulum,  from  the  middle  of  which  the  arterial 
blood  was  welling  up.  I  introduced  into  it  the  fingers  of  both 
hands,  forcibly  separated  and  tore  the  cicatrix,  so  as  to  make  an 
opening  of  about  four  inches  (ten  centimetres).  Then,  making 
forcible  compression  with  my  left  hand,  which  was  very  pain- 
fully felt  by  the  patient  in  the  course  of  the  ovarian  artery,  I 
introduced  two  fingers  of  my  right  hand  into  the  peritoneal 
cavity,  and  removed  two  large  clots,  besides  smaller  fragments. 
At  the  same  time,  I  tore  the  pedicle  from  the  abdominal  wall, 

1  Op.  tit.,  p.  115. 
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to  which  it  was  still  in  part  fixed.  Having  cleansed  the  wound, 
and  M.  Elser  keeping  it  open,  I  then  seized  the  ovarian  artery 
crosswise,  in  its  deep  situation,  with  a  dressing-forceps,  the 
blood  meanwhile  flowing  abundantly,  as  soon  as  the  strong 
pressure  was  removed.  A  severe  pain  was  produced  by  the 
seizure  of  some  nervous  filaments  of  the  ovary,  the  most  power- 
ful compression  of  the  blades  of  the  forceps  being  made,  so  as 
to  produce  an  instant  mortification  of  the  tissues  included.  The 
pain  and  the  haemorrhage  ceased  at  once.  Some  clots  which 
still  covered  the  intestinal  convolutions  were  removed.  But  a 
considerably  voluminous  one,  extending  above  the  right  groin 
toward  the  crest  of  the  ilium,  was  left.  .  .  .  The  edges  of  the 
wound  were  then  allowed  to  close  around  the  forceps,  which 
dipped  into  the  peritoneal  cavity  among  the  convolutions  of  the 
intestines,  to  a  depth  of  two  and  a  half  inches  (six  centimetres), 
and  dressings  were  applied.  Chloroform  was  not  given,  both 
because  the  patient  was  very  weak,  and  because  of  the  vomiting 
it  would  possibly  produce."  The  clot  above  mentioned  as  left, 
and  being  about  the  size  of  an'  egg,  was  absorbed  in  twenty 
days,  so  as  to  leave  no  traces  appreciable  by  abdominal  palpa- 
tion. Kceberle  attributed  the  haemorrhage  to  the  too  early 
removal  of  the  compresses  which  had  kept  up  a  depression  in 
the  supra-pubic  region,  and  believed  that  it  would  certainly 
have  returned  had  he  merely  tied  the  artery,  without  detaching 
the  pedicle  from  the  abdominal  wall.1  The  forceps  came  away 
in  five  days,  and  the  patient  recovered. 

Bleeding  from  the  surface  whence  adhesions  have  been  de- 
tached is  rarely  sufficient  to  cause  death  directly  as  mere  haem- 
orrhage ;  but  not  seldom  the  small  amount  of  blood  poured  out 
becomes  decomposed  and  finally  produces  septicaemia.  Bleed- 
ing from  omental  adhesions,  which  have  not  been  sufficiently 
tied,  may  produce  the  same  final  result,  of  which  one  of  my 
own  cases,  to  be  specified  farther  on,  is  an  illustration.  Dr. 
Clay,  however,  lost  one  patient  in  his  first  one  hundred  and 
eight  cases,  from  the  direct  effects  of  haemorrhage  from  the  sur- 
face whence  adhesions  had  been  detached. 

As  rare,  exceptional  cases  of  haemorrhage  from  still  other 
.sources,  and  in  some  instances  fatal,  I  will  mention  the  follow- 

1  "Operations  d'Ovariotomie,"  pp.  59-68. 
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ing:  Dr.  Keiller  reports  a  case  in  the  Edinburgh  Medical  Jour- 
nal for  December,  1865  (p.  574),  in  which  the  blood  was  sup- 
posed to  come  from  a  ruptured  plexus  of  veins  in  the  pelvis, 
though  no  post-mortem  examination  was  made.1  One  of  my 
own  patients  died  four  hours  after  the  operation  of  hemorrhage 
into  the  peritoneal  cavity,  the  pedicle  having  been  Very  care- 
fully tied  with  a  double  ligature,  and  which  was  cut  close  to 
the  knot.  The  post  mortem  showed  that  the  blood  came  from 
a  rupture  in  a  venous  plexus  beyond  the  outer  ligature,  which 
must  have  been  produced  by  mere  traction  upon  it  while  tying 
the  knot,  though  a  careful  examination,  just  before  closing  the 
incision,  detected  no  bleeding. 

Dr.  G.  W.  Bayless,  of  Missouri,  lost  a  patient  in  twenty 
and  a  half  hours  after  the  operation,  of  haemorrhage  from  the 
abdominal  incision.  Two  quarts  of  blood  were  found  in  the 
peritoneal  cavity.2  If  the  peritonaeum  had  been  included  in 
the  sutures,  the  result  would  probably  have  been  different.  I 
have  myself  had  a  case  in  which  four  ounces  of  blood  were  lost 
from  the  incision  during  the  second  night  after  the  operation  ; 
but,  as  the  peritonaeum  had  been  included  in  the  sutures,  it 
could  not  enter  the  peritoneal  cavity,  and  no  bad  result  ensued. 

In  Mr.  Wells's  eleventh  case,  very  free  haemorrhage  took 
place  on  the  tenth  day,  from  a  small  artery  which  had  apparent- 
ly been  wounded  in  passing  the  lowest  suture.  He  applied  a 
ligature,  and  the  bleeding  ceased.  In  his  thirty-eighth  case 
also  there  was  a  little  oozing  of  blood  from  one  of  the  sutures 
in  the  night  after  the  operation,  and  the  following  morning, 
but  it  ceased  spontaneously.3  In  Mr.  Bryant's  seventh  case, 
death  occurred  in  twenty  hours,  from  bleeding  from  "  a  false 
membrane  covering  the  cyst."  A  pint  of  blood  was  found  in 
the  peritoneal  cavity.4 

Dr.  W.  L.  Atlee's  case,  Ko.  214,  bled  freely  on  the  ninth 
day  after  the  operation,  from  the  patulous  extremity  of  the  Fal- 
lopian tube,  the  clamp  having  been  previously  removed  from 

1  The  blood  came  through  the  incision  while  the  last  suture  was  being  intro- 
duced, and  did  not  come  from  the  pedicle  (?),  to  which  twisted  wire  had  been  ap- 
plied. 

2  St.  Louis  Medical  and  Surgical  Journal,  March,  1853,  pp.  204-208. 

3  Op. .tit.,  pp.  46,  113.  4  "Obstetrical  Transactions,"  vol.  vi.,  p.  4*71. 
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the  pedicle.  As  menstruation  had  commenced  on  the  fourth 
day,  he  thinks  the  blood  had  accumulated  in  the  uterus,  and 
was  then  discharged  on  the  patient's  changing  her  position 
from  back  to  side.     The  patient  recovered.1 

The  safeguards  against  the  preceding  causes  of  haemorrhage, 
aside  from  the  proper  precautions  during  the  operation,  are 
perfect  quiet  of  body  and  mind  during  the  first  few  days  after 
the  operation,  and  veratrum  viride,  if  the  action  of  the  heart 
become  very  strong.  In  case  of  apprehended  bleeding  from  a 
denuded  surface,  a  bag  of  ice,  or  an  extra  amount  of  compres- 
sion, may  be  applied  over  the  suspected  surface.  If  profuse 
haemorrhage  actually  occurs  from  the  pedicle,  the  example  of 
Dr.  Clay  and  M.  Kceberle  should  be  followed.  If  blood  es- 
cape from  a  denuded  surface  in  amount  to  endanger  septicae- 
mia, it  must  be  removed  from  the  abdominal  cavity  in  the  man- 
ner to  be  explained  in  connection  with  the  treatment  of  the 
last-mentioned  condition. 

4.  Kiwisch  remarked  that  peritonitis  after  ovariotomy  is  al- 
most always  fatal.  Nussbaum  is  of  the  same  opinion,  but  he 
holds  that,  if  no  intestine  is  soiled  or  prolapsed,  peritonitis  is 
impossible.  But  we  must  distinguish  between  the  acute  and 
the  asthenic  form. 

Acute  inflammation  of  the  peritonaeum  occurs  in  from 
twenty-four  to  ninety-six  hours  after  the  operation,  its  inva- 
sion being  indicated  by  a  rise  of  the  pulse  (100  to  120),  and 
of  temperature  (101°  to  103°  or  more),  by  tenderness  of  the 
abdomen  on  pressure,  and  more  or  less  tympanitic  distention. 
It  is  not,  in  a  majority  of  the  cases,  ushered  in  by  a  chill.  The 
high  temperature,  and  the  character  of  the  pulse,  are  the  most 
reliable  signs.  Patients  not  seldom  recover  from  this  form  of 
peritonitis  under  appropriate  treatment,  it  being  scarcely  more 
dangerous  than  idiopathic  acute  inflammation  of  the  perito- 
naeum. Dr.  Charles  Clay  never  resorts  to  bloodletting  in  its 
treatment,  but  has  succeeded  well  in  its  management  by  the  • 
use  of  hot  fomentations.  Mr.  I.  B.  Brown,  on  the  other  hand, 
has  seen  good  effects  from  venesection  in  two  or  three  cases. 
Of  course,  patients  operated  upon  in  full  health  tolerate  blood- 
letting better  than  those  who  are  not  so,  and  may  even  require 

1  American  Journal  of  Medical  Sciences,  April,  18*71,  p.  398. 
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it.  As  soon  as  the  tenderness  of  the  abdominal  walls  is  detected, 
opiate  fomentations  should  be  applied,  and  the  veratrum  viride 
be  administered  to  lower  the  action  of  the  heart.  The  ques- 
tion of  leeching  the  abdomen,  or  of  venesection,  must  be  de- 
cided by  a  reference  to  the  patient's  general  condition.  If 
doubt  remain,  I  should  not  consider  the  application  of  four  to 
six  leeches  an  injudicious  measure,  an  opiate  also  to  be  given  in 
quantity  sufficient  to  remove  the  pain  and  all  malaise.  Koe- 
berle  proposed  to  prevent  peritoneal  inflammation  by  the  appli- 
cation, immediately  after  the  operation,  of  a  bag  of  ice  on  each 
side  of  the  abdomen.  This  kept  the  parts  beneath  at  a  tem- 
perature of  64f°  to  77°  (Fahr.),1  and  was  retained  constantly,  in 
his  first  case,  for  eleven  days.2  In  subsequent  cases,  however, 
he  diminished  the  time  to  from  two  to  six  days.  In  his  fifth 
case,  the  pressure  of  the  ice-bags,  together  with  a  considerable 
degree  of  tympanitic  distention,  produced  congestion  of  the 
lungs,  and  a  fatal  haemorrhage  into  the  trachea  and  pleura  oc- 
curred on  the  third  day.  In  the  sixth  case,  protracted  parox- 
ysms of  coughing  were  apparently  produced  by  them,  and  they 
were  removed  on  the  fourth  day.  The  patient  recovered,  though 
the  uterus  and  both  ovaries  had  been  removed.  Afterward,  in 
quite  a  number  of  his  cases,  the  ice-bags  remained  only  four  or 
five  hours,  as  a  safeguard  against  haemorrhage.  Spiegelberg, 
almost  alone  of  the  German  ovariotomists,  applies  warmth 
over  the  abdomen  after  ovariotomy,  the  rest  using  bladders  of 
ice  for  the  first  four  or  five  days.  Grenser  does  not,  however, 
indorse  the  latter  practice. 

The  rise  in  the  temperature  and  the  pulse,  which  occurs 
usually  on  the  sixth  day,  from  suppuration  in  the  wound,  if  not 
healed  by  the  first  intention,  must  not  be  mistaken  for  symp- 
toms of  peritonitis. 

The  low  or  asthenic  form  of  peritonitis  occurs  several  days 
later  than  the  preceding,  usually  not  till  from  the  ninth  to  the 
twelfth  day.  All  its  symptoms  are  less  decidedly  marked  than 
those  of  the  acute  form,  the  tympanitic  distention,  and  subse- 
quently the  vomiting,  excepted.  By  the  latter,  a  peculiar  dark- 
green  fluid  is  ejected,  sometimes  in  mere  eructations,  and  some- 
times in  large  quantities,  and  but  few  patients  recover  who 

1  18°  to  25°  Centigrade.  a  "  Operations  d'Ovariotomie,"  pp.  48,  16. 
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have  this  symptom  in  a  decided  degree.  It  is  a  principal 
object  to  relieve  the  tympanites,  with  the  hope  of  thus  reliev- 
ing the  vomiting,  and  indeed  the  surest  means  of  preventing 
this  form  of  peritonitis  is  the  prevention  of  tympanites,  or  its 
prompt  removal  if  it  occurs  during  the  first  week.  The  reme- 
dies which  have  been  suggested  to  arrest  vomiting  should  here 
be  tried,  but  some  of  the  methods  of  removing  tympanites  also, 
as  specified  under  the  next  head,  must  be  applied. 

In  this  connection  I  should  allude  to  two  other  inflamma- 
tions as  sometimes  ensuing  after  ovariotomy,  viz.,  pneumonia 
and  bronchitis.  Decided  congestion  of  the  lungs  is  still  less 
rare,  and  the  treatment  of  these  conditions  should  be  conducted, 
if  the  patient  be  not  ansemiated  by  the  ovarian  disease,  or  be 
still  even  plethoric,  as  it  would  be  under  ordinary  circum- 
stances. Stilling  saved  his  eleventh  case,  having  double  pneu- 
monia, by  venesection.  Mr.  Wells's  case,  ISTo.  50,  had  an  op- 
pression of  the  heart  and  lungs,  and  a  pulse  of  130  to  140,  the 
next  day  after  the  operation.  She  had  lost  no  blood  at  the 
operation,  and  was  at  once  relieved  by  venesection  to  §  x. 
The  suffocating  cough  had  previously  caused  a  loss  of  §  iv  to 
§  vj  of  blood  from  the  pedicle,  which  the  clamp  did  not  prop- 
erly control.  A  ligature  was  then  applied.  The  patient  re- 
covered.1 A  violent  bronchitis  occurred  in  his  sixty -second 
ease,  and  which  was  promptly  relieved  by  taking  §viij  of 
blood  from  the  arm,  and  the  patient  recovered.2 

5.  Tympanites. — Some  degree  of  tympanites  usually  occurs 
even  in  the  simplest  cases,  on  the  second  or  third  day  after 
ovariotomy,  in  consequence  of  the  diminished  contractile  force 
of  the  alimentary  canal ;  and  in  such  cases  it  subsides,  in  the 
course  of  two  or  three  days,  under  the  simplest  treatment.  In 
other  cases,  however,  it  is  a  most  distressing  condition,  giving 
rise  to  extreme  dyspnoea  from  compression  of  the  lungs,  to  colic, 
eructations,  and  vomiting ;  and  sometimes  even  determining  a 
fatal  result,  by  causing  traction  on  the  uterus  in  case  the  clamp 
be  used,  or,  in  any  case,  preventing  the  union  of  the  incision, 
or  reopening  it  if  it  had  already  united.  But,  so  long  as  there 
is  no  obstruction  to  the  passage  of  the  gas  through  the  alimen- 
tary canal,  it  will  generally  not  be  prevented  by  mere  atony 

1  Op.  tit.,  p.  189.  2  Op.  tit.,  p.  160. 
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from  being  expelled  jper  anum.  Kceberle  specifies  the  follow- 
ing causes  of  retention  of  gas  in  the  alimentary  canal,  and  the 
consequent  tympanites : 

1.  Atony  of"  the  intestines,  especially  of  the  rectum,  sur- 
rounded as  it  is  more  or  less  by  a  pelvic  peritonitis. 

2.  A  spasmodic  condition  of  the  sphincter  ani. 

3.  Obstructions  of  the  canal  from  fecal  accumulations. 

4.  Twisting  of  a  convolution  of  small  intestine. 

5.  Mechanical  obstructions  external  to  the  alimentary  canal. 
As  a  preventive  measure  we  should,  therefore,  replace  the 

convolutions  of  the  intestines  before  closing  the  incision,  with 
the  greatest  care,  to  secure  their  normal  relations.  Dr.  Clay 
aims  to  prevent  tympanites  also  by  the  administration  of  ox- 
gall to  keep  up  the  peristaltic  action  of  the  intestines.  Kce- 
berle administers  the  subnitrate  of  bismuth  to  absorb  the  gas 
in  the  alimentary  canal,  both  before  and  after  the  operation. 
Tympanites  being  actually  present,  the  dressings  are  first  to  be 
examined,  and  any  undue  pressure  at  any  point,  from  compress 
or  bandage,  is  to  be  relieved.  Next  the  anus  is  to  be  dilated, 
either  by  a  large  and  long  tube,  or  by  inserting  two  fingers  for 
a  few  minutes ;  thus  giving  the  gas  an  opportunity  to  escape. 
This  being  found  insufficient,  a  full  enema  may  be  administered  ; 
and  I  have  found  no  other  more  effectual  than  a  quart  of  the 
infusion  of  the  mentha  viridis  (one  ounce  to  one  pint  of  water). 
This  both  removes  any  fecal  accumulation  in  the  large  intes- 
tines, and  is  at  the  same  time  a  powerful  stimulant  to  the 
muscular  fibres  of  the  digestive  tube.  If,  however,  the  point 
of  obstruction  is  too  high  to  be  overcome  by  any  of  the  means 
already  specified,  and  sometimes  the  accumulation  of  gas  is  con- 
fined merely  to  the  stomach,  or  if  tympanites  depends  on  mere 
atony  of  the  alimentary  canal,  five  drops  of  the  tincture  of  nux- 
vomica  may  be  taken  into  the  stomach  every  hour,  or  an 
equal  dose  of  the  tincture  of  capsicum.  Tincture  of  mentha 
piperita,  or  the  fluid  extract  of  ginger,  may  perhaps  succeed. 
The  sulphate  of  quinine  has  also  been  found  effectual,  three 
grains  ter  die,  by  Mr.  Hutchinson  and  Mr.  "Wells. 

In  Mr.  Wells's  case  No.  83,  great  advantage  was  obtained 
in  the  removal  of  tympanites  by  faradization.  The  patient's 
left  lung  was  completely  compressed  by  the  distended  stomach. 
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Half  a  grain  of  extract  of  nux-vomica  with  half  a  drop  of  creo- 
sote was  given  in  a  pill  three  times  daily ;  and  Dr.  Althaus 
employed  faradization  the  first  day  for  one-half  hour.  Mr. 
Wells  quotes  Dr.  Althaus's  account  of  the  case*  as  follows  :  "  I 
saw  her  on  May  18th,  when  the  flatulent  distention  was  so 
great  that  the  left  lung  was  almost  entirely  compressed,  the 
heart  being  dislodged  to  the  right,  and  there  being  tympanitic 
sound  in  the  second  intercostal  space.  I  performed  faradiza- 
tion, after  which  the  patient  had  a  considerable  discharge  of 
flatus.  On  May  19th  I  repeated  the  operation,  and  the  patient 
then  had  two  motions,  one  of  them  solid.  I  operated  upon  her 
four  times  more,  after  which  the  lung  had  again  expanded  to 
its  normal  volume,  and,  the  patient  being  nearly  well,  I  dis- 
continued the  treatment.  Both  Mr.  Spencer  Wells  and  Dr. 
Jenner,  who  had  also  seen  the  case,  were  of  opinion  that,  if  the 
patient  had  not  been  faradized,  she  would  have  died  from  the 
effects  of  meteorism."  1 

If  all  these  means  fail  to  relieve  the  tension  and  distress, 
Boinet  and  Koeberle  advise  to  puncture  the  intestine  by  a  fine 
trocar.  The  former  has  several  times  done  this  without  any 
disastrous  consequences  (p.  404) ;  and  Koeberle  attempted  it  in 
his  seventh  case,  but  found  the  intestine  to  glide  at  first  from 
the  point  of  the  trocar.  He  afterward  passed  the  trocar  into 
the  intestine  through  the  lower  part  of  the  cicatrix — it  being 
now  the  seventh  day  after  the  operation — but  obtained  more 
fluid  than  gas,  and  the  patient  died  unrelieved  four  hours  after- 
ward.3 In  his  ninth  case  the  puncture  succeeded,  on  the  fourth 
clay,  in  completely  removing  the  gas,  but  too  late,  the  patient 
dying  very  soon  afterward  (p.  130). 

The  cause  of  the  obstruction  in  Koeberle' s  seventh  case  was 
very  remarkable.  Having  treated  the  pedicle  by  the  extra- 
peritoneal method,  the  tympanitic  distention  drew  up  the  pedi- 
cle in  such  a  way  that  the  rectum  was  caught  upon  its  upper 
edge,  and  raised  so  that  the  portion  which  merged  above  into 
the  sigmoid  flexure  was  abruptly  flexed  upon  the  lower  portion 
at  an  angle  of  30°  to  35°,  and  no  gas  could  pass  beyond  that 
point  (p.  115).  As  a  practical  deduction  from  this  state  of  things, 
he  says :   "  To  avoid  hereafter  this  mechanical  obstruction,  I 

1  Op.  cit.,  p.  166.  8  "  Operations  d'Ovariotomie,"  p.  114. 
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shall  guard  against  fixing  the  broad  ligament  (pedicle)  of  the 
left  side  between  the  lips  of  the  wound,  unless  it  present  a 
considerable  length.  If  it  be  short,  I  shall  take  great  care  not 
to  draw  it  forcibly  outside." 

6.  Septicaemia  is  accounted  for  by  M.  Kceberle  in  the  follow- 
ing manner : 

The  putrefaction  of  the  parts  strangulated  by  ligatures  occurs  at  the 
end  of  fifteen  to  twenty  hours,  and  proceeds  very  rapidly  under  the  influ- 
ence of  moisture,  of  the  animal  heat,  and  the  air.  The  mortified  and  de- 
composed parts  exhale  an  infectious  odor.  The  sanies  resulting  is  like 
that  from  the  putrid  flesh  of  a  cadaver,  and  gives  place  to  an  active  prolif- 
eration of  cryptogama  and  microzoa.  Its  contact  with  the  exposed 
tissues  and  the  peritonaeum  rapidly  produces  formidable  inflammation  and 
septicasmia.  Have  we  not  here  the  explanation  of  the  septicaemia  and  of 
the  peritonitis  which  are  developed  and  become  general  in  the  space  of 
some  hours,  and  which  carry  off  the  majority  of  those  who  die  after  ova- 
riotomy? Peritonitis  is  rare  when  the  pedicle  can  be  kept  outside  of  the 
abdomen,  since  then  it  dries  up  spontaneously,  like  the  umbilical  cord 
when  not  containing  too  much  moisture.  The  perchloride  of  iron  applied 
immediately  after  the  operation  is  a  safeguard  against  haemorrhage,  and 
mummifies  the  pedicle,  and  renders  it  iinputrescent  till  it  becomes  adherent 
to  the  incision."  x 

But  these  statements  need  correction.  M.  Kceberle  assumes 
that  every  constricted  pedicle  undergoes  putrefaction  beyond 
the  level  of  constriction,  whether  the  latter  be  effected  exter- 
nally by  a  clamp  or  otherwise,  or  within  the  peritoneal  cavity, 
by  a  ligature.  He  frequently  speaks  of  the  "  mortified  "  stump, 
in  case  a  ligature  is  applied.  But  it  has  been  shown  that  no 
such  mortification  ensues,  after  the  application  of  the  ligature 
(p.  458).  It  is,  in  fact,  only  when  the  pedicle  is  kept  outside 
the  incision  that  the  preceding  statements  respecting  decompo- 
sition and  sanies  apply ;  and  not  even  then,  unless  it  be  in  a 
case  treated  as  was  the  eighth  of  M.  Kceberle.2  There  being 
cystic  disease  of  both  ovaries  in  that  case,  he  found  it  impossi- 
ble to  remove  the  whole  mass  on  the  left  side  (a  polycyst),  and 
a  portion  as  large  as  the  fist  was  left  adhering  to  the  recto-vagi- 
nal cul-de-sac.  Around  the  upper  part  of  this  mass,  a  serre- 
nmud,  with  a  metallic  ligature,  had  been  passed  before  the 
upper  portion  of  the  tumor  had  been  cut  away.     Two  other 

1  Op.  tit,  p.  21,  note.  s  Operation,  July  16,  1863. 
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serre-nceuds,  with  metallic  ligatures,  had  also  previously  been 
applied  to  the  two  pedicles.  Five  sutures  were  then  applied  to 
the  upper  part  of  the  incision,  after  cleansing  the  peritoneal 
cavity,  and  the  application  of  the  perchloride  of  iron  to  the  two 
stumps  of  the  pedicles.  Since  the  mass  left  in  the  pelvis  was  to 
undergo  mortification,  he  left  the  lower  part  of  the  incision  open, 
and  placed  a  plate  of  lead  four  inches  and  four-fifths  (twelve 
centimetres)  long,  and  two  inches  and  two-fifths  (six  centime- 
tres) wide,  folded  like  a  gutter,  across  the  upper  angle  of  the  in- 
cision, below  the  sutures,  to  retain  the  convolutions  of  the  small 
intestines,  which  would  have  escaped  between  the  three  serre- 
namds.  Six  fenestrated  rubber  tubes,  two-fifths  of  an  inch  (one 
centimetre)  in  diameter,  were  placed  between  the  uterus  and  the 
leaden  plate,  all  of  them  reaching  to  a  depth  of  four  inches  and  a 
half  to  four  inches  and  four-fifths  (eleven  to  twelve  centimetres), 
so  as  to  come  into  contact  with  the  portion  of  the  cyst  left  in  the 
pelvis,  and  give  free  exit  to  the  mortified  detrita  of  the  tissues. 
The  uterus,  much  elongated  by  the  cyst,  having  been  adherent 
to  it,  presented  in  contact  with  the  abdominal  wall  at  the  infe- 
rior angle  of  the  wound ;  its  fundus  and  posterior  wall  being  di- 
rectly exposed  to  the  contact  of  the  air  and  of  the  rubber  tubes 
(p.  123).  The  leaden  plate  was  retained  till  the  fifteenth  day, 
both  it  and  the  rubber  tubes  having  been  frequently  removed 
in  order  to  cleanse  and  disinfect  them.  During  the  first  eight 
days,  very  regular  peristaltic  movements  could  be  seen  of  the 
two  convolutions  of  the  small  intestine,  which  lay,  one  above 
the  other,  across  the  upper  angle  of  the  incision  still  open  below 
the  sutures.  The  intestines  as  well  as  the  uterus  were  alike  un- 
covered and  perfectly  insensible  to  mechanical  irritation.  The 
patient  had  in  them  no  sensation  whatever.  And,  notwith- 
standing the  prolonged  contact  of  the  tubes,  the  leaden  plate, 
and  the  serre-nceuds,  there  was  no  symptom  of  metritis  or  intes- 
tinal irritation. 

The  disinfecting  agent  injected  through  the  tubes  was  the 
sulphite  of  soda,  one  to  ten  of  water  by  weight.  Koeberle  also 
attaches  a  high  value  to  the  anti-putrescent  and  astringent 
properties  of  the  sulphate  and  the  perchloride  of  iron,  as  first 
applied  by  him  to  the  pedicle.  Four  of  the  tubes  only  re- 
mained after  the  sixteenth  day,  and  but  one  after  the  twenty- 
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third,  and,  on  the  thirtieth,  this  was  replaced  by  a  tube  only 
one-fifth  of  an  inch  in  diameter.  With  this  the  patient  re- 
turned to  her  home  ;  and,  four  months  after  the  operation,  the 
incision  had  healed,  though  she  was  still  in  very  feeble  general 
health.  Koeberle  remarks  that  "  this  case,  very  curious  on  ac- 
count of  the  difficulties  which  had  to  be  overcome  to  obtain  a 
recovery,  if  not  one  of  the  most  brilliant,  is,  when  we  consider 
the  patient's  infirm  general  health,  one  of  the  most  remarkable 
examples  of  the  resources  of  art  and  of  Nature  in  the  most  diffi- 
cult circumstances  "  (p.  125). 

It  is  to  cases  like  this  that  M.  Koeberle' s  account  of  the 
causation  of  septicaemia  applies.  And  fortunate  it  is  that  noth- 
ing similar  occurs  in  case  the  pedicle  is  kept  in  situ  and  the 
incision  closed  ;  since  otherwise  septicaemia  must  occur  in  every 
instance  in  which  a  ligature  is  applied  to  the  pedicle  ;  and  which 
must  in  every  instance  prove  fatal  in  the  absence  of  treatment 
for  the  direct  removal  of  the  "  mortified  detrita  "  from  the  peri- 
toneal cavity. 

Leaving,  then,  the  treatment  of  the  pedicle  out  of  the  ques- 
tion, since  the  application  of  the  perchloride  or  the  persulphate 
of  iron  to  the  stump,  with  perfect  cleanliness,  should  prevent 
septicaemia  from  that  source,  if  the  clamp  be  used — and  there 
is  nothing  in  the  pedicle  to  produce  septicaemia  if  the  latter  is 
left  in  situ — it  will  be  found  that  septicaemia,  after  ovariotomy, 
is  actually  produced  by  the  absorption  into  the  blood,  from  the 
peritoneal  cavity,  of  a  decomposing  fluid,  it  being  either  of  the 
following : 

1.  It  may  be  blood,  oozing,  after  the  operation  is  completed, 
from  surfaces  to  which  the  ovarian  tumor  had  been  adherent, 
or  from  its  pedicle. 

2.  Fluid  from  the  tumor,  which  had  been  left  by  the  opera- 
tor in  the  peritoneal  cavity. 

3.  Ascitic  fluid,  thus  left  or  secreted  after  the  operation,  in 
cases  of  ascites  complicated  with  ovarian  tumor. 

4.  Pus,  in  the  peritoneal  cavity,  produced  while  some  sur- 
face is  healing  by  granulation.  Septicaemia  produced  in  this 
way  alone  is  true  pyaemia. 

I  shall  give  examples  of  each  of  these  varieties  from  my  own 
experience. 
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Since  the  fluid  in  the  peritoneal  cavity,  from  whichsoever  of 
the  preceding  sources  derived,  does  not  at  once  become  decom- 
posed, and  since,  moreover,  the  peritonaeum  itself  absorbs  but 
very  slowly,  as  shown  in  my  second  following  case,  the  symp- 
toms of  septicaemia  are  not  developed  under  four  to  seven  days 
(and,  in  one  of  my  cases,  on  the  eighteenth  day)  after  the  oper- 
ation. I  hardly  think  it  possible  that  death  should  occur  from 
septicaemia  after  ovariotomy  in  the  space  of  thirty  hours,  as 
supposed  in  one  of  Mr.  Wells's  cases.  Absorption  may,  how- 
ever, occur  more  rapidly  on  a  surface  denuded  of  peritonaeum, 
as  by  the  detachment  of  adhesions  ;  and  septicaemia  might  thus 
occur  more  promptly,  provided  the  fluid  had  also  been  very 
rapidly  decomposed.1 

Symptoms. — The  symptoms  of  septicaemia  are :  loss  of  appe- 
tite ;  coated,  dry,  and  then  red,  or  dark,  tongue ;  great  debility 
not  otherwise  to  be  accounted  for ;  rapid,  small,  and  weak 
pulse;  dry,  hot  skin;  dizziness;  a  tendency  to  sleep,  and  a 
typhoid  expression  of  countenance.  Finally,  the  urine  may 
become  ammoniacal ;  there  may  be  urticaria,  or  roseola,  and 
mucous  diarrhoea ;  and,  at  last,  septicaemic  pleurisy,  or  pneu- 
monia. In  some  cases,  also,  an  accumulation  of  fluid  in  the 
peritoneal  cavity  can  be  recognized  by  palpation ;  and  a  mawk- 
ish odor  of  the  breath  soon  becomes  apparent. 

In  all  cases  in  which  several  of  these  symptoms  appear,  an 
examination  per  vaginam  should  be  made,  in  order,  if  possible, 
to  detect  the  presence  of  a  decomposing  fluid  in  the  Douglas 
cul-de-sac,  that  it  may  be  at  once  removed  by  one  of  the  meth- 
ods next  to  be  described. 

Many  operators  have  regarded  a  patient  as  doomed  who  pre- 
sents the  symptoms  just  enumerated,  and  have  therefore  resort- 
ed merely  to  strengthening  and  stimulating  her,  and  they  have 
generally  seen  their  expectations  shortly  verified.  In  a  few  cases, 
however,  the  patient  has  thus  been  sustained  till  the  decomposed 
fluid  found  for  itself  an  exit  from  the  peritoneal  cavity,  either 

1  A  patient  of  Mr.  H.  Smith  lived  thirteen  days  with  an  opening  into  the  bladder, 
large  enough  to  admit  two  fingers,  through  which  the  urine  flowed  into  the  perito- 
neal cavity,  and  thence  through  the  incision — commencing  through  the  latter  on  the 
eighth  day  after  the  operation.  During  the  first  five  days,  blood  flowed  by  the  side 
of  the  pedicle.  The  opening  in  the  bladder  was  doubtless  produced  by  the  detach- 
ment of  an  adhesion  {The  Lancet,  November,  1863,  p.  719). 
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tlirougli  the  original  incision,  or  per  vaginam,  from  an  ulcera- 
tion through  the  recto-vaginal  cul-de-sac.  Dr.  Keith,  however, 
finding  a  commencing  effusion  into  the  peritoneal  cavity  with 
peritonitis,  and  some  of  the  more  marked  symptoms  above 
mentioned  on  the  sixteenth  day,  punctured  the  Douglas  cul-de- 
sac  from  the  vagina,  when  a  fetid  fluid  escaped,  and  all  the 
grave  symptoms  subsided.  He  also,  at  an  early  date,  made 
use  of  drainage-tubes.  And  Mr.  T.  S.  Wells  remarked,  in  1864, 
that  he  had  three  times  removed  fetid  fluid  from  the  Douglas 
cul-de-sac  as  practised  by  Dr.  Keith.1 

Since  Mr.  Wells  had  returned  the  pedicle  in  these  cases,  he 
ascribed  the  accumulation  of  blood  in  the  peritoneal  cavity  to  a 
haemorrhage  from  the  Fallopian  tube,  such  as  sometimes  occurs 
to  a  slight  amount  during  the  catamenial  periods,  from  the  cica- 
trix on  the  abdomen,  after  the  pedicle  has  been  treated  by  the 
clamp.  I  have  already  stated  my  objections  to  this  theory 
(p.  459),  and  also  add  that  it  cannot  account  for  the  presence  of 
a  pint,  or  even  three  and  one-half  pints,  of  decomposed  blood, 
as  in  Mr.  "Wells's  fifty-ninth  and  one  hundred  and  third  cases. 

I  first  proposed  and  practised  intra-peritoneal  injections  in 
the  treatment  of  septicaemia  after  ovariotomy,  in  February, 
1855  ;  and,  as  I  consider  them  more  valuable  and  effectual  than 
any  and  all  other  methods,  I  shall  give  my  experience  in  the 
use  of  them,  extracting  largely  from  an  article,  on  this  subject, 
in  the  American  Journal  of  Obstetrics  and  Diseases  of  Women 
and  Children,  for  August,  1870.  And,  since  there  has  been 
much  misunderstanding  in  regard  to  the  precise  conditions 
after  ovariotomy  which  require  intra-peritoneal  injections,  I 
shall  rapidly  sketch  some  of  my  own  cases  in  illustration  of 
this  point. 

Cask  I.  Septicaemia  from  Decomposed  Ascitic  Fluid  ;  cured  by  Intra- 
peritoneal Injections. — This  was  a  case  of  ovarian  tumor,  complicated  with 
ascites  (a  hundred  and  sis  pounds  of  ascitic  fluid  having  been  withdrawn 
by  a  previous  tapping),  and  in  which  I  performed  ovariotomy  in  February, 
1855. 2  Expecting  that  the  immensely  distended  peritonaeum  would  con- 
tinue to  secrete  the  ascitic  fluid  for  a  short  time  at  least  after  the  opera- 

1  "  Obstetrical  Transactions,"  vol.  v.,  p.  62.  His  cases  Nbs.  36,  39,  59,  81,  101, 
and  103,  may  be  consulted  as  illustrations  of  this  method  (pp.  cit.). 

2  Reported  in  American  Journal  of  Medical  Sciences  for  January,  1856. 
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tion,  I  passed  a  gum-elastic  catheter  by  the  vagina,  and  behind  the  uterus, 
through  a  puncture,  into  the  peritoneal  cavity  (the  Douglas  cul-de-sac), 
corked  it  tightly,  and  left  it  thus  in  order  to  be  able  at  once  to  remove 
the  ascitic  fluid  should  it  continue  to  be  secreted. 

The  patient  did  well  till  the  sixth  day,  when  suddenly  the  symptoms 
of  septicaemia  appeared,  and  on  removing  the  cork  a  small  amount  of  very 
fetid  fluid  escaped.  Feeling  positive  that  a  mixture  of  water  with  this  fluid 
would  be  less  mischievous  than  the  latter  in  its  concentrated  form,  I  at 
once  injected  a  quart  of  pure  water  at  98°  (Fahr.)  through  the  tube  into  the 
peritoneal  cavity,  and  then  allowed  as  much  to  flow  back  from  the  cav- 
ity; and,  on  repeating  this  quantity  the  second  time,  the  patient  remarked, 
"I  feel  refreshed,  as  if  I  had  taken  a  bath,"  and  again  became  bright  and 
natural.  The  septicsemic  symptoms  would,  however,  return  in  eight  to 
twelve  hours,  and  the  injections  were  repeated  accordingly. 

I  inferred,  however,  from  recollecting  the  chemical  composition  of  the 
normal  secretion  of  the  peritonaeum,  that  a  solution  of  common  salt  in 
water  would  be  preferable  to  pure  water,  and  afterward  used  a  solution  of 
3j  (to  3  ij)  to  Oij  water.  As  this  solution  also  evidently  acted  directly 
as  an  antiseptic,  it  occurred  to  me  that  the  liq.  sodaa  chlorinatae  might 
prove  even  more  antiseptic,  and  I  afterward  used  a  solution  3j  to  3  ij 
of  it  to  Oj  water,  alternately  with  the  salt-and-water.  These  solutions 
were  repeated  two  or  three  times  daily  (as  often  as  the  symptoms  returned) 
for  seven  days ;  when,  there  being  no  longer  any  odor  of  decomposition  in 
the  fluid  obtained  through  the  tube,  the  latter  was  withdrawn,  and  the 
patient  recovered  without  any  subsequent  unfavorable  symptom. 

I  soon  found,  also,  that  by  bringing  the  external  extremity  of  the  cath- 
eter to  a  lower  level  than  that  in  the  peritoneal  cavity,  I  could  at  once 
convert  the  tube  into  a  siphon,  through  which  all  the  fluid  in  the  cavity 
would  flow  out.  Two  quarts  of  fluid  were  generally  injected  after  the 
second  day. 

These  results  seemed  to  me  to  have  demonstrated — 

1.  That  a  mixture  of  water  or  of  salt-water  (  3  j  to  Oj)  with  the  fetid 
intra-peritoneal  fluid  is  less  mischievous  than  the  latter  alone. 

2.  That  both  salt-water  and  a  solution  of  the  liq.  sodse  chlorinatae  (  3  j 
to  Oj)  are  unirritating  and  decidedly  antiseptic  when  applied  to  the  peri- 
tonaeum in  the  circumstances  before  specified. 

3.  That  the  peritoneal  cavity  may  be  evacuated  of  fluid,  by  a  tube  act- 
ing as  a  siphon. 

4.  That  septicasmia  may  be  removed  by  injections  of  the  kind  above 
mentioned,  if  it  be  not  too  profound  or  too  far  advanced.  For  no  internal 
remedies  were  used  in  this  case  which  are  supposed  to  exert  any  special 
antiseptic  influence. 

Case  II.  Same  Class  as  preceding ;  cured  by  Injections. — In  another 
similar  case 1  (septicaemia  from  ascitic  fluid),  I  at  first  used  a  warm  aqueous 

1  Reported  in  American  Journal  of  Medical  Sciences  for  April,  1863. 
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solution  of  salt-and-albumen,  in  order  still  more  nearly  to  imitate  the 
natural  secretion  of  the  peritonaeum.1  But,  finding  that  the  albumen  itself 
became  decomposed  by  commixture  with  the  fluid  in  the  cavity,  I  returned 
to  the  salt-and-water  and  the  liq.  sodas  chlorinates.  In  this  case  I  found 
it  necessary  to  continue  the  injections  twice  daily,  and  then  once  daily — 
for  fifty -nine  days  in  all — when  the  fetor  ceased  and  the  patient  recovered. 
The  symptoms  of  septicaemia  did  not  appear  in  this  case  till  the  eighteenth 
day. 

Case  III.  Septicaemia  from  Two  Sources  ;  cured  by  Injections. — This 
case  occurred  in  September,  1863,2  and  was  of  a  mixed  character;  sep- 
ticemia produced  first  by  blood  oozing  from  vessels  of  the  omentum, 
and  subsequently  continued  by  pus  formed  on  a  granulating  surface  ;  both 
fluids  becoming  decomposed  in  the  peritoneal  cavity.  The  symptoms  from 
the  decomposed  blood  appeared  on  the  fourth  day,  but  were  not  decisive 
till  the  seventh,  when  the  injections,  as  before  mentioned,  were  com- 
menced ;  and  3  j  of  the  liq.  sodas  chlorinatas  to  §  iv  of  water  was  some- 
times used.  The  formation  of  pus  persisting  after  all  the  blood  was  re- 
moved, it  was  found  necessary  to  use  the  injections  three  times  daily  for 
twenty  days,  to  keep  the  patient  from  sinking ;  then  twice  daily  for  twenty- 
one  days,  and  once  daily  for  thirty-three  days  more — making  one  hundred 
and  thirty-five  injections,  in  all,  in  seventy-eight  days.3 

I  should  add,  for  the  encouragement  of  others,  that  I  persevered  in  the 
use  of  the  injections  in  the  second  case  for  four  weeks,  and  in  the  last  for 
three  weeks,  before  the  least  improvement  in  the  character  of  the  fluid 
could  be  perceived.  In  these  two  cases  I  also  administered  the  sulph. 
quinine  (two  grs.  every  four  to  six  hours)  and  the  liq.  sodas  chlorinatas 
(six  drops,  diluted,  every  four  hours).  The  beneficial  effect  of  these  rem- 
edies was  very  remarkable ;  if  discontinued  for  a  few  hours,  the  patient 
invariably  got  worse  till  they  were  again  resumed. 

Case  IV.  Septicaemia  from  Blood-clot..  Injections,  and  Death  on  Seven- 
teenth Day. — Here  was  septicaemia  from  a  decomposing  clot  of  blood  (prob- 
ably about  4  oz.  at  first),  from  some  small  omental  vessels,  which  did  not 
bleed  during  the  operation  for  the  removal  of  the  tumor,  nor  immediately 
afterward,  though  I  delayed  twenty  minutes  to  close  the  incision  to  give  an 
opportunity  for  oozing  of  blood.  No  symptoms  indicated  this  slight  inter- 
nal haemorrhage,  and  it  was  not  till  the  twelfth  day  after  the  operation  that 
septicaemia  was  declared  ;  when  the  injections  were  commenced,  as  well 
as  the  sulph.  quinine,  and  the  liq.  sodas  chlorinatas  internally.  The  injec- 
tions always  returned  from  the  cavity,  of  the  color  of  dark  beef-broth  with 
oil  on  the  surface,  though  repeated  three  times  a  day ;  and  on  the  seven- 

1  The  composition  of  this  artificial  serum  is  common  salt  3  iv  ;  albumen,  3  vi ; 
water,  Oiv. 

3  Reported  in  American  Journal  of  Medical  Sciences  for  July,  1864. 

3  The  injection  was  omitted  for  four  days  out  of  the  last  ten  of  the  seventy-eight. 
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teenth  day  the  patient  succumbed.  The  autopsy  showed  a  decomposed 
clot,  about  three  times  the  size  of  a  hen's-egg,  behind  the  omentum,  i.  e., 
between  its  posterior  surface  and  the  small  intestines.  The  injections  had 
disintegrated  and  removed  this  mass  too  slowly  to  save  the  patient.  Had 
symptoms  warranting  them  occurred  several  days  earlier,  the  result  might 
probably  have  been  different.     This  case  occurred  in  March,  1865. 

Of  the  four  patients  mentioned  thus  far,  three  had  unques- 
tionably been  rescued  from  death  by  the  use  of  intra-peritoneal 
injections — a  result  which  I  believe  no  other  agency  could  pos- 
sibly have  secured,  and  it  was  interesting  to  note  how  rapidly 
the  blood  threw  oif  the  septicsemic  agent  it  already  contained 
on  removing  the  supply  by  the  use  of  the  injection  ;  though,  the 
fluid  reaccumulating,  the  blood  was  again  rapidly  poisoned.  I 
had,  however,  thus  far,  only  removed  septicaemia  ;  and  I  now 
resolved  in  all  my  subsequent  cases,  if  possible,  to  prevent  it. 
This  I  proposed  to  do  by  leaving  a  tent  in  the  lower  end  of  the 
incision  in  every  case  of  ovariotomy  in  which  I  could  not  feel 
quite  positive  that  no  blood,  ascitic  fluid,  pus,  or  fluid  from  the 
ovarian  tumor,  could  remain,  or  collect  in  the  peritoneal  cavity 
after  the  operation  ;  the  tent  to  remain  undisturbed  till  the 
fourth  day,  if  no  symptoms  occurred  to  demand  an  earlier  with- 
drawal ;  when  it  was  to  be  withdrawn  and  the  cavity  examined 
for  the  presence  there  of  fluid — the  examination  to  determine 
whether  the  opening  should  be  finally  closed  or  the  injections 
be  commenced. 

I  add  three  cases  more  to  illustrate  my  subsequent  practice 
and  its  results.  I  have  not  used  the  glass  tube  as  first  practised 
by  Koeberle,  since  I  consider  the  use  of  any  open  tube  to  be  an 
invitation  to  septicaemia : 

Case  V.  Septicaemia  apprehended,  out  no  Fluid  found  in  the  Perito- 
neal Cavity  ;  Recovery. — In  February,  1868,  after  removing  a  large  fibro- 
cystic tumor  of  the  uterus,  with  very  extensive  adhesions,  I  thoroughly 
sponged  out  the  peritoneal  cavity  as  usual;  but,  fearing  further  hemorrhage 
from  the  lacerated  surfaces,  I  left  a  tent  of  moistened  and  firmly-twisted 
linen,  three-eighths  of  an  inch  in  diameter,  and  projecting  a  half  inch  into  the 
peritoneal  cavity,  between  the  lowest  two  of  the  silver  sutures  which  closed 
the  incision.  I  then  waited  ninety-six  hours  for  symptoms  indicating  the 
presence  of  blood  in  the  peritoneal  cavity.  None  appearing,  I  removed 
the  tent,  and  passed  a  silver  prostatic  catheter  through  the  opening  to  the 
bottom  of  the  pelvis,  where  only  the  fluid  would  be  found,  if  in  very  small 
quantity.     The  curve  of  this  instrument  is  well  adapted  to  this  purpose, 
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and  I  introduced  it  with  the  index-finger  applied  air-tight  to  its  distal 
extremity;  removing  the  finger  when  the  heak  reached  the  floor  of  the 
pelvis,  to  allow  any  fluid  there  to  enter  it ;  and  reapplying  it  before  re- 
moving the  instrument,  in  order  to  retain  in  it  the  fluid,  though  there 
should  he  no  more  than  a  drop  or  two.  Having  withdrawn  the  instru- 
ment, the  beak  was  placed  on  clean  white  paper,  the  finger  again  removed, 
and  the  color  and  other  properties  of  the  fluid  were  at  once  perceived  as 
it  flowed  upon  the  paper. 

This  little  manoeuvre  proved  a  very  satisfactory  test  of  the  amount  and 
the  quality  of  the  fluid  in  the  peritoneal  cavity.  Only  two  or  three  drops 
of  serum  faintly  tinged  with  blood,  and  of  the  natural  odor,  were  obtained. 
The  tent  was,  therefore,  not  again  applied ;  the  two  sutures  were  finally 
adjusted;  and  the  patient  recovered  without  any  unfavorable  symptom. 

Case  VI.  Threatened  Septicemia  from  Internal  Hemorrhage  pre- 
vented hy  Intra-peritoneal  Injections;  Recovery. — In  November,  1869,  I 
left  a  tent  in  the  lower  part  of  the  incision  after  ovariotomy,  as  in  the 
preceding  case,  having  reason  here  also  to  expect  haemorrhage  from  the 
detachment  of  very  vascular  adhesions.  In  forty-eight  hours  after  the 
operation  the  tent  was  seen  to  be  saturated  with  blood,  and  on  its  re- 
moval about  three  gills  of  serum,  deeply  tinged  with  blood,  issued  from 
the  peritoneal  cavity,  together  with  some  gas,  not  fetid.  Dr.  G.  "W.  Ter- 
riberry,  of  Paterson,  New  Jersey,  was  intrusted  with  the  after-treatment 
of  this  case,  under  my  direction,  and  he  at  once  commenced  the  injections 
of  salt-water  with  carbolic  acid  (gr.  j  to  Oj),  using  them  twice  daily  for 
twenty -nine  days,  and  then  once  daily  for  fourteen  days  more. 

It  was  an  interesting  feature  of  this  case  that  the  haemorrhage  con- 
tinued, as  indicated  by  the  freshness  of  the  blood  discharged,  for  thirteen 
days  after  the  tent  was  first  removed,  and  fifteen  days  after  the  operation. 
On  the  ninth  day,  there  evidently  being  a  clot  in  the  pelvis,  I,  remember- 
ing the  termination  of  Case  IV.,  advised  Dr.  Terriberry  to  break  it  up  by 
the  gum-elastic  catheter  used  for  the  injections,  which  he  did.  Fresh  blood 
and  clots  were  discharged  for  six  days  more,  when  the  former  disappeared. 
The  clots  were,  however,  seen  for  a  week  more,  when  two  or  three  large 
black  coagula  came  away,  and  the  fluid  thereafter  was  purulent,  and  rapid- 
ly diminished  in  quantity,  till  it  ceased  entirely  on  the  forty-third  day. 

Another  point  worthy  of  note  in  this  case  was  the  tendency  to  closure 
of  the  opening,  rendering  it  necessary,  after  the  third  week,  often  to 
insert  a  sponge-tent.  The  patient  was  kept  very  low  by  the  continued 
haemorrhage,  but  rallied  after  it  ceased,  and  slowly  recovered.  There 
was  only  the  slightest  odor  of  decomposition  at  any  time,  and  at  no  time 
were  there  any  symptoms  of  septicaemia. 

Case  VII.  Septicemia  threatened  from  Colloid  Contents  of   Ovarian 
Cyst,  retained  in  the  Peritoneal  Cavity  ;  prevented  oy  Intra-peritoneal  In- 
jections.— In  June,  1870, 1  had  reason  to  expect  septicaemia  from  some  por- 
tions still  adhering  to  the  peritonaeum,  in  spite  of  thorough  sponging,,  of 
33 
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the  viscid  colloid  contents  of  a  polycystic  ovarian  tumor  I  had  removed; 
and  I  therefore  inserted  a  tent  between  the  lowest  two  sutures,  as  in  the 
two  preceding  cases. 

No  unfavorable  symptoms  having  arisen  for  ninety-six  hours,  the  tent 
was  then  removed,  when  a  quart  at  least  flowed  from  the  peritoneal  cavity 
of  a  fluid  of  a  light-brown  color,  and  as  offensive  as  can  be  imagined. 

This  being  removed,  so  far  as  slight  pressure  could  remove  it,  three 
quarts  of  warm  salt-water  (3j  salt  to  Oj  water)  were  injected,  to  which 
three  grains  of  carbolic  acid  had  been  added ;  and  this  was  repeated  twice 
more,  till  the  fluid  returned  without  any  odor  of  decomposition.  This  injec- 
tion was  repeated  every  afternoon  for  three  weeks,  four  grains  of  carbolic 
acid  to  two  pints  of  water  being  at  length  used  ;  the  fluid  being  pressed  out 
of  the  peritoneal  cavity  every  morning  also  at  six  o'clock,  from  the  com- 
mencement of  the  third  week.  On  the  third  day  after  the  injections  were 
commenced,  about  §  viij  of  pure  pus  were  obtained.  This  gradually 
diminished,  amounting  at  the  end  of  the  third  week  to  about  3j  in 
twenty-four  hours,  and  on  the  fourth  week  the  injections  were  used  only 
twice  (every  fourth  day) ;  less  than  3  j  pus  issuing  daily. 

At  the  end  of  six  weeks  the  pus  amounted  from  day  to  day  to  a  mere 
trace,  and  the  injections  were  discontinued.  A  little  of  the  solution  was 
squeezed  from  a  sponge  each  day,  so  as  to  fall  upon  the  opening  and  enter 
the  peritoneal  cavity,  by  Dr.  A.  Gr.  Elliott,  the  attending  physician;  and 
the  opening  was  closing  rapidly.  On  the  forty-seventh  day  the  patient 
had  driven  out.  She  recovered,  but  died  five  months  after  the  operation, 
of  embolism  of  the  left  middle  cerebral  artery. 

In  this  case  a  second  opening  was  also  made  on  the  seventh  day,  at  the 
upper  end  of  the  incision,  by  the  pressure  from  within  of  the  injection; 
so  that  the  fluid  injected  through  the  lower  opening  directly  into  the  pel- 
vis filled  the  peritoneal  cavity,  and  then  issued  in  a  full  stream  from  the 
upper  opening. 

This  accident  was  most  fortunate  for  the  patient,  for,  on  the  fourteenth 
day,  while  the  fluid  was  issuing  through  the  upper  opening  under  high  press- 
ure (the  mode  of  injection  to  be  explained  farther  on),  a  false  membrane, 
the  result  of  a  peritonitis  before  the  operation  of  ovariotomy,  and  eight 
inches  long  by  four  inches  wide,  presented  itself  at  the  upper  opening  and 
was  drawn  out.  The  amount  of  pus  was  much  diminished  from  this  date. 
No  symptoms  of  septicaamia  presented  themselves  in  this  case,  though  the 
patient  was  a  very  delicate,  much-debilitated,  and  highly-sensitive  lady. 

An  interesting  fact  still  remains  to  be  mentioned.  The  opening  at  the 
lower  extremity  had  not  entirely  closed,  and  still  discharged  a  few  drops 
of  pus  daily  at  the  end  of  four  and  a  half  months.  I  then  passed  a  gum- 
elastic  catheter  into  the  track  taken  by  the  pus  and  injected  a  small  quan- 
tity of  salt-water,  and,  on  the  second  day  thereafter,  the  ligatures  which 
had  been  applied  to  the  pedicle  were  thrown  off.  The  daily  manipulations 
and  injections  for  several  weeks  had,  doubtless,  loosened  them  from  the 
bed  in  which  they  had  been  at  first  isolated  by  the  exudation,  as  has  been 
explained  on  page  457. 
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RECAPITULATION. 

Of  the  four  cases  of  developed  septicaemia,  three  were  cured  by  intra- 
peritoneal injections,  and  one  died.  The  internal  remedies  used  doubtless 
sustained  the  first  three  patients,  and  to  some  extent  also  counteracted  the 
septic  influence;  but,  had  not  the  decomposed  fluid  been  removed,  death 
must  have  occurred  in  all  these  cases. 

Of  the  last  two  cases,  in  which  septicaemia  undoubtedly  would  have 
occurred  had  the  injections  not  been  used,  they  prevented  it  in  both. 
Now,  since  experienced  ovariotomists  at  present  save  somewhat  above 
seventy  per  cent.1  of  their  cases,  and  lose  nearly  thirty  per  cent. ;  and  a 
fraction  over  one-sixth  of  the  latter — i.  e.,  five  patients  in  one  hundred, 
die  from  septicaemia — it  follows  if  three-fourths  of  these  may  be  saved  by 
intra-peritoneal  injections,  even  after  septicaemia  is  established,  that  their 
use,  curatively  alone,  will  raise  the  average  percentage  of  success  from 
seventy  to  seventy-four  and  three-fourths  per  cent.  And,  on  the  other 
hand,  if  we  consider  that  in  most  cases  septicaemia  may  be  entirely  prevented 
by  them,  if  seasonably  used,  we  again  come  to  the  conclusion  that  their 
proper  use  should  increase  the  average  success  of  ovariotomy  by  at  least 
four  or  five  per  cent. 

How  to  apply  Intra-peritoneal  Injections. 

At  first  I  introduced  a  No.  10  gum-elastic  catheter  into  the  peritoneal 
cavity,  and  the  fluid  to  be  injected  was  carried  through  it  by  means  of  an 
accurately  fitted  §  viij  hard-rubber  syringe.  All  air  is  of  course  expelled 
from  the  syringe  before  it  is  inserted  into  the  tube.  But  I  have  recently 
adopted  a  method  which,  it  seems  to  me,  answers  every  possible  require- 
ment, and  affords  every  facility  both  for  the  patient  and  the  surgeon. 

The  apparatus  used  is  simply  a  No.  10  (or  No.  12)  gum-elastic  catheter, 
and  an  India-rubber  bag 
holding  three  quarts,  with 
a  tube  attached  to  it  four 
feet  long  and  one-half  inch 
in  diameter,  with  a  stop- 
cock three  inches  from 
its  distal  end. 

This  bag  is  filled  with 
the  fluid  to  be  injected,  in 
the  following  manner : 

Place  a  large  bowl  con- 
taining the  fluid  upon  a 
table  or  other  support,  and  pour  a  tablespoonful  (or  more)  of  it  into  the 
bag.  Then  drop  the  distal  extremity  of  the  tube  into  the  fluid  in  the  bowl, 
and  by  sudden  pressure  force  the  spoonful  of  fluid  into  it  from  the  bag,  the 
next  instant  letting  the  bag  drop  upon  the  floor.     The  tube  is  thus  in- 

1  T.  Spencer  Wells's  first  300  cases  average  71.67  per  cent. 


FIG.  56. — Apparatus  for  Intra-Peritoneax  Injection. 
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stantly  converted  into  a  siphon,  through  which  the  fluid  flows  at  once, 
and  until  the  bag  is  filled. 

Next  the  catheter  is  passed  into  the  peritoneal  cavity  in  any  required 
direction;  the  tube  is  then  attached  to  the  catheter,  and  the  fluid  passed 
through  the  latter  into  the  peritoneal  cavity.  Fig.  56  represents  the  bag  in 
the  process  of  filling. 

By  elevating  the  bag  to  different  levels  during  the  operation,  the 
amount  of  pressure  of  the  fluid  can  of  course  be  graduated.  When  the 
'peritoneal  cavity  is  filled,  the  surplus  of  the  fluid  escapes  by  the  side  of  the 
catheter,  and  the  whole  three  quarts  may  be  used  at  once,  or  not,  as  is 
required.  On  detaching  the  tube  from  the  catheter  and  depressing  the  end 
of  the  latter,  slight  pressure  upon  the  abdominal  walls  causes  the  fluid  to 
flow  through  it ;  and,  by  keeping  its  outer  extremity  lower  than  its  inner, 
it  becomes  a  siphon,  and  thus  entirely  drains  the  peritoneal  cavity.  This 
process  is  repeated  at  each  time  until  the  fluid  returns  as  clear  and  as 
devoid  of  odor  as  it  was  before  entering  the  cavity ;  and  very  frequently 
nine  quarts  have  been  required  to  secure  this  result.  As  in  this  method 
there  is  no  jarring  or  other  disturbance  of  the  catheter,  the  patient  suffers 
very  little  inconvenience  from  the  operation.1 

After  the  latter  is  completed,  from  two  to  four  ounces  of  the  solution 
of  salt  and  carbolic  acid  is  left  in  the  peritoneal  cavity,  and  the  tent  is 
reinserted  to  prevent  the  opening  from  closing ;  or,  if  there  be  no  danger  of 
this,  a  compress  is  applied  to  absorb  the  fluid  that  may  escape  from  the 
peritoneal  cavity  before  the  next  injection. 

The  injections  are  repeated  daily,  or  oftener,  till  the  amount  of  decom- 
posed fluid  is  reduced  to  3  j  or  3  ss  during  the  twenty-four  hours,  when  it 
may  be  omitted  for  a  day,  the  fluid  being  meantime  pressed  out,  and  the 
result  noted.  If  no  fluid  accumulates,  nor  fetor  returns,  in  forty-eight 
hours,  the  tent  may  be  finally  removed,  and  the  opening  allowed  to  close. 
It  is  safer,  however,  two  or  three  days  afterward,  to  pass  a  smaller  catheter, 
and,  turning  the  patient  upon  the  side,  or  even  upon  the  face,  ascertain  once 
more  if  there  is  any  accumulation  of  fluid. 

Mr.  T.  S.  "Wells  spoke,  in  1864,  of  intraperitoneal  injections 
as  just  described  as  an  "  extreme  measure."  2  The  answers  to 
the  following  questions  will  show  to  what  extent  they  should 
be  so  regarded : 

1.  Does  the  patient  suffer  pain  from  the  contact  of  the  in- 
jection with  the  peritonaeum  % — Never,  unless  the  fluid  injected 
is  too  warm  or  too  cold  (above  100°  or  below  94°).  A  motion 
of  the  catheter  among  the-  convolutions  of  the  intestines  some- 

1  This  method  of  injection  is  also  applicable  to  the  bladder,  to  the  stomach  in 
cases  of  poisoning,  and  to  the  pleural  cavity  after  paracentesis  for  empyema. 

2  "  Obstetrical  Transactions,"  vol.  vi.,  p.  62. 
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times  gives  a  slight  unpleasant  sensation,  which  ceases,  how- 
ever, at  once,  on  keeping  it  at  rest. 

2.  Is  there  any  danger  from  the  admission  of  air  into  the 
peritoneal  cavity  ? — I  at  first  took  great  pains  to  prevent  this, 
but  both  found  it  impossible  to  do  so  for  several  days  in  suc- 
cession, and  that  its  entrance  is  of  no  importance.  It  rises,  of 
course,  to  the  highest  point  in  the  peritoneal  cavity,  and  slight 
pressure  after  the  injection  insures  its  escape  through  the  open- 
ing before  the  tent  is  replaced. 

3.  Does  the  tent  produce  any  symptoms  from  contact  of  its 
inner  extremity  with  any  portion  of  the  alimentary  canal  ? — 
JSTone  at  all. 

4.  Is  there  danger  of  hernial  protrusion  during  the  use  of 
the  tent  ? — None.  Patients  have  had  violent  vomiting  without 
any  such  result. 

5.  Is  the  opening  prompt  to  close  after  the  tent  is  removed  ? 
Always  in  my  cases.  I  therefore  do  not  hesitate  to  use  a  tent 
for  from  two  to  four  days  after  the  operation  of  ovariotomy  in 
any  case,  unless  I  feel  very  certain  that  no  fluid  will  remain  or 
will  accumulate  in  the  peritoneal  cavity. 

I  should  add  that  all  the  seven  patients  whose  cases  I  have 
related  were  much  below  the  average,  as  candidates  for  ovari- 
otomy, in  respect  to  strength  and  general  health,  with  the  ex- 
ception of  No.  5,  who  was  in  fair  condition  at  the  time  of  the 
operation. 

The  paper  from  which  I  have  extracted  the  preceding  cases 
concludes  as  follows : 

1.  Infra-peritoneal  injections  of  water  at  98°,  with  the  addition  of  liq. 
sodas  chlorinatse  or  carbolic  acid,  as  before  explained,  are  entirely  safe  after 
ovariotomy,  in  the  conditions  requiring  them. 

2.  They  should  be  used  with  a  curative  intention  in  all  cases  of  septi- 
caemia already  developed,  and  in  all  cases  for  prevention  where  it  is  feared, 
from  the  presence  already  of  a  fluid  in  the  peritoneal  cavity,  whose  decom- 
position will  produce  it. 

3.  Thus  used,  they  may  reduce  the  percentage  of  deaths,  from  septi- 
caemia after  ovariotomy,  from  one-sixth  of  all  who  die  after  it,  to  one-thirty- 
sixth  ; l  and  increase  the  average  success  of  ovariotomy  four  or  five  per  cent. 

4.  Intra-peritoneal  injections  are  never  to  be  thought  of  except  for  the 

1  Since  they  save  five-sixths  of  the  cases,  or  reduce  the  mortality  from  septicaemia 
to  one-sixth  of  the  original  proportion. 
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purpose  of  removing  a  fluid  already  in  the  peritoneal  cavity,  which  either 
already  has,  or  assuredly  will  have,  produced  septicaemia. 

5.  A  tent  may  be  inserted  for  two  to  four  days  at  the  lower  end  of  the 
incision,  with  entire  safety,  in  any  case  of  ovariotomy  where  the  accumu- 
lation of  such  fluid  is  apprehended. 

6.  Finally,  septicsemia  would  more  rarely  occur  after  ovariotomy  if  all 
fluid  were  removed  from  the  peritoneal  cavity  by  the  most  careful  sponging 
before  closing  the  incision. 

Intra-peritoneal  injections  have  been  resorted  to  of  late  by 
several  ovariotomists  in  this  country  with  gratifying  results. 
A  part  of  the  experience  of  Dr.  "W.  "W.  Greene,  of  Portland, 
Maine,  is  recorded  in  the  Boston  Medical  and  Surgical  Journal 
for  March  7,  1871.  Instead  of  using  the  tent,  some  have  pre- 
ferred to  introduce  a  gum-elastic  catheter  j?^  vaginam  through 
a  puncture  into  the  Douglas  cul-de-sac  at  the  time  of  the  opera- 
tion, as  I  did  in  my  first  case.  Of  course,  the  injections  should 
be  also  used  through  the  tube,  if  it  be  found  necessary  to  punc- 
ture^?' vaginam  to  remove  a  decomposing  fluid,  as  in  Mr. 
Wells's  fifty-ninth  and  one  hundred  and  third  cases.  I  have 
known  an  intra-peritoneal  injection  to  have  been  made  in  four 
instances  in  which  nothing  of  the  kind  was  called  for.  A  good 
deal  of  pain  and  some  shock  ensued  in  two  of  the  cases,  which 
passed  off  in  a  few  hours.  In  the  other  two  cases  no  unpleas- 
ant effects  resulted. 

7.  Of  exceptional  conditions  after  ovariotomy  which  require 
special  management,  I  will  speak  only  of  diarrhoea,  tetanus, 
femoral  phlebitis,  and  the  reopening  of  the  wound  after  it  has 
once  united. 

Diarrhoea  occurs  in  some  cases  from  mere  anaemia  and  a 
consequent  derangement  of  secretion.  Kceberle's  fourth  case 
is  an  instance ;  and  bismuth  and  opiate  enemata  arrested  it, 
and  the  patient  recovered.1  It  is  also  a  frequent  accompani- 
ment of  septicaemia,  and  is  then  a  grave  symptom.  The  reme- 
dies just  mentioned  may  arrest  it,  while  efforts  are  made  to  re- 
move the  cause.  It  sometimes  attends  a  suppuration  with  a 
bad  odor  around  the  sutures,  or  in  their  track  after  they  have 
been  removed ;  when  a  mild  mercurial  (as  hydrarg.  cum  creta, 
or  pil.  hydrarg.)  is  generally  indicated.  In  Kceberle's  third 
case,  the  diarrhoea  continued  from  the  tenth  to  the  fifteenth 

1  "  Operations  d'Ovariotomie,"  p.  63. 
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day,  and  was  cured  by  bismuth,  the  sulphite  of  magnesia,  and 
very  nourishing  food.1 

Tetanus  after  ovariotomy  has  occurred  in  the  practice  of  M. 
Boinet,  Nelaton,  Prof.  Humphrey,  of  Cambridge,  England,  and 
Mr.  T.  S.  Wells.  It  occurred  to  Boinet's  patient  on  the  eighth 
day,  and  Prof.  Humphrey's  died  twelve  days  after  the  oper- 
ation.2 Nelaton's  patient  died  suddenly  of  tetanus  on  the 
twenty-first  day,  after  having  apparently  recovered  from  ovari- 
otomy ;  giving  rise  to  the  remark  of  M.  Dechambre,  editor  of 
the  Gazette  Ifebdomadaire,  that  M.  Nekton's  patient  died 
cured. 

In  Mr.  Wells's  ninth  case 3  the  symptoms  of  tetanus  were 
first  noticed  on  the  fifteenth,  and  became  decided  on  the  seven- 
teenth day.  He  applied  to  the  suppurating  portion  of  the 
pedicle,  fl  3  ss  of  a  solution  of  woorara  (grs.  ij  to  distilled  water 
fl  §j).  The  patient,  however,  got  worse,  and  in  the  evening  a 
subcutaneous  injection  of  twenty  minims  of  the  solution,  con- 
taining one-twelfth  of  a  grain  of  woorara,  was  made  near  the 
angle  of  the  left  jaw.  An  alarming  convulsive  attack  ensued, 
and  the  pulse  and  respiration  both  stopped  for  several  seconds, 
but  the  intensity  of  the  symptoms  diminished  as  soon  as  the 
attack  was  over,  and  the  next  day  the  patient  could  open  the 
mouth,  though  some  stiffness  of  the  muscles  remained  for  a 
week.  The  wound  had  healed  on  the  nineteenth  day,  and  all 
the  tetanic  symptoms  had  disappeared.  Tetanus  also  occurred 
in  his  twelfth  and  thirty-fifth  cases,  and  proved  fatal  on  the 
tenth  and  the  fourteenth  day.  Turpentine-enemata,  asafoetida, 
chloroform,  and  woorara — even  half  a  grain,  hypoclermically — 
had  been  tried  in  vain. 

Femoral  phlebitis  (phlegmasia  alba  dolens)  occurred  in  two 
or  three  instances  to  Dr.  W.  W.  Greene,  after  he  had  brought 
the  ligatures  of  the  pedicle  through  the  Douglas  cul-de-sae  into 
the  vagina.  He  was  inclined  to  accuse  this  method  of  treating 
the  pedicle  as  causing  the  phlebitis,  and  therefore  discontinued 
it.  This  complication  has,  however,  occurred  in  cases  in  which 
the  ligatures  did  not  pass  out  jper  vaginam.  In  Mr.  Walne's 
second  case,  it  occurred  decidedly  on  the  left  side,  whence  the 
tumor  had  been  removed,  and  also  slightly  on  the  right  side, 

1  "  Operations  d'Ovariotomie,"  p.  47.        2  Boinet,  p.  403.        3  Op.  cit.,  p.  38. 
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the  ends  of  the  ligatures  having  been  brought  out  through  the 
incision.1  Dr.  S.  H.  Tewksbury,  of  Portland,  Maine,  has,  on 
the  other  hand,  several  times  operated  in  the  way  now  rejected 
by  Dr.  Greene,  without  producing  phlebitis.  In  my  own  case 
thus  treated,  in  1855  (p.  510),  no  phlebitis  followed.  I  think 
the  inflammation  begins  in  the  plexus  pampiniformis,  and  ex- 
tends downward  as  it  does  after  parturition,  being  produced 
by  the  constriction  applied  near  the  plexus  to  the  pedicle ;  and 
that  the  disposal  of  the  ends  of  the  ligatures  has  nothing  to 
do  in  its  causation.  It  is  to  be  treated  as  when  it  occurs  after 
parturition. 

A  reopening  of  the  wound  and  suppuration  around  the 
points  of  suture,  on  the  sixth  to  the  eighth  day,  or  later,  in- 
dicates a  low  assimilative  and  recuperative  power,  and  is  a  Bad 
symptom.  This  was  first  noticed  as  occurring  in  Mr.  Walne's 
fourth  case,  which  terminated  fatally.2  I  have  lost  two  cases 
on  the  fifteenth  and  the  seventeenth  day  after  the  operation,  in 
this  condition.  The  best  nourishment  with  stimulants,  and 
tonics,  is  indicated.  Extensive  sloughing  of  the  wound  also 
sometimes  occurs.  In  Mr.  Wells's  twenty-second  case,  the 
wound  which  some  days  before  began  to  look  unhealthy  at  the 
lower  part,  though  apparently  well  united  at  the  upper  part, 
began  three  weeks  after  the  operation  to  slough,  and  there  was 
a  rigor,  with  rapid  pulse,  and  some  abdominal  pain.  The  con- 
dition of  the  wound  became  worse,  and  the  upper  portion 
reopened,  and  was  covered  with  a  firmly-adherent  slough. 
The  tongue  was  black,  and  the  pulse  very  rapid.  "  Strong 
nitric  acid  was  applied  to  the  wound,  and  the  patient  was  soon 
after  removed  some  miles  inland  from  Liverpool,  where  the 
operation  had  been  performed.  She  rapidly  recovered  after 
removal.  Mr.  Bickersteth,  of  Liverpool,  had  had  similar 
trouble  with  many  wounds  about  that  time,  both  in  public  and 
private  practice.3  In  his  forty-first  case,  large  shreds  of  areolar 
tissue  were  removed  from  between  the  lips  of  the  wound  on 
the  fifth  and  sixth  days ;  which,  since  the  general  condition  was 
satisfactory,  was  explained  by  the  fact  that  there  were  two  pa- 
tients with  sloughing  sores  in  an  adjoining  ward.4     The  patient 

1  London  Medical  Gazette,  August  11,  1843,  p.  703.         2  Ibid.,  March  1,  1844. 
3  Op.  cit,  p.  76.  4  Op.  cit.,  p.  120. 
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recovered.  Sometimes  abscesses  are  formed  in  the  track  of  the 
incision  or  near  it  in  the  abdominal  walls  ;  the  matter  of  which 
must  be  at  once  evacuated,  lest  it  enter  the  peritoneal  cavity. 
Mr.  Fergusson  lost  his  first  patient  operated  on  in  King's  Col- 
lege Hospital,  from  the  bursting  of  an  abscess  into  the  peri- 
toneal cavity,  on  the  sixteenth  day.1 

Cases  like  the  following  are  of  very  rare  occurrence : 
Nussbaum,  in  his  sixteenth  case,  removed  the  sutures  on 
the  twelfth  day ;  no  union  had  taken  place,  and  the  abdominal 
wound  was  still  wide  open,  bringing  into  view  the  bladder  and 
uterus.  The  intestine  was  attached  to  the  diaphragm  in  one 
mass.  The  patient  lived  thus  forty-six  days.8  He  also  speaks 
of  his  twenty-eighth  case  thus  :  "  No  urine,  no  perspiration,  all 
the  organs  dry  and  apparently  functionless,  heart  and  lungs 
but  little  moving.     Death  on  the  fourth  day." 

Buhring,  of  Berlin,  mentions  a  case  in  which,  on  the  third 
day,  the  margin  of  the  wound  looked  dry  and  unchanged,  as  if 
the  incision  had  been  made  into  leather. 

1  The  Lancet,  1864,  vol.  ii.,  p.  416.  2  Grenser,  p.  58. 
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SECTION   I. 
THE   HYGIENIC    CONDITION   OF   THOSE    WHO    SURVIVE    OVAEIOTOMT. 

It  may  be  stated,  in  general,  respecting  those  who  have  had 
but  one  ovary  removed,  that,  after  they  have  recovered  from  the 
operation  itself,  and  the  more  or  less  prostrated  condition  in 
which  they  were  previously  to  it,  they  are  restored  to  as  perfect 
general  health  as  they  presumably  would  have  enjoyed  had 
they  never  been  affected  at  all  by  the  ovarian  disease.  And 
the  rapidity  of  convalescence  is,  as  we  have  seen,  sometimes 
astonishing.  If,  however,  anaemia  and  great  debility  had  existed 
for  several  months  before  the  operation,  a  longer  time  after  it 
may  be  required  for  a  complete  recovery,  as  might  be  expected. 
The  testimony  of  all  experienced  ovariotomists  is  uniform  on 
this  point.  Of  the  forty  patients  saved  of  his  first  fifty-one 
cases  by  Dr.  Keith,  "  all  got  well  at  once,  except  one  who  re- 
quired a  year  to  recover  perfectly." 

Mr.  T.  S.  Wells  remarked,  on  a  review  of  this  subject,  in 
November,  1866  : 

The  rule  is  that,  by  a  successful  ovariotomy,  the  patient  is  restored  to 
a  state  of  health  so  perfect  that  she  and  her  friends  are  as  surprised  as  they 
are  gratified.  But  there  are  exceptions  to  this  rule.  In  some  cases  a  dis- 
ease believed  to  be  innocent  proves  to  be  malignant,  soon  recurs,  and 
proves  fatal  within  a  few  months,  or  even  within  a  few  weeks,  after  appar- 
ent recovery.  In  other  cases,  the  ovary  which  is  left  untouched,  because 
it  is  believed  to  be  healthy,  or  so  slightly  diseased  that  its  removal  is  un- 
called for,  becomes  the  seat  of  disease.  In  what  proportion  of  cases  this 
occurs,  we  have  as  yet  no  means  of  knowing.  It  is  only  within  the  last 
ten  years  that  the  operation  has  been  performed  sufficiently  often  to  furnish 
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data  for  reliable  statistics,  and  it  is  difficult  to  ascertain,  even  in  some  of 
these  later  cases,  what  has  been  the  state  of  the  patient's  health  for  some 
years  after  operation.  But  it  would  be  unreasonable  to  expect  that  in  all 
cases  the  ovary  left  in  the  body  would  remain  healthy.  It  is  for  future  ob- 
servation to  decide  how  often,  and  in  what  class  of  cases,  a  recurrence  of 
disease  may  be  feared.  It  is  satisfactory,  however,  to  learn  that,  if  the 
remaining  ovary  should  become  diseased,  the  first  operation  need  not  add 
much  to  the  difficulty  of  the  second,  and  that,  of  four  cases  in  which  a  sec- 
ond ovariotomy  has  been  performed,  two  have  proved  successful.1 

1,  But  we  have  here  to  consider  more  especially  the  effects 
of  ovariotomy  upon  the  reproductive  function ;  and,  first,  the 
cases  in  which  but  one  ovary  is  removed.  Spaying  one  of  the 
lower  animals  on  one  side  has  been  found  to  diminish  the  fe- 
cundity to  less  even  than  one-half  its  original  force.  John 
Hunter  found  that  a  sow  thus  mutilated  farrowed  six  less  than 
one-half  as  many  as  another  animal  of  the  same  age  with  both 
ovaries  remaining  entire.2 

Doubtless  the  reproductive  capacity  of  woman  is  also  dimin- 
ished, and  perhaps  to  a  similar  extent,  by  the  removal  of  a 
single  ovary.  Women,  however,  who  naturally  had  but  a  sin- 
gle ovary,  have  given  birth  to  children  of  both  sexes ; 3  and  the 
same  is  true  of  the  class  of  women  now  under  consideration. 
The  patient  on  whom  Mr.  Jeaffreson  performed  ovariotomy  by 
the  short  incision,  in  1836  (p.  277),  afterward  gave  birth  to  four 
children,  and  of  both  sexes.  Mr.  Wells  had,  in  1867,  already  had 
ten  patients  who  had  given  birth  to  children  after  ovariotomy. 
Sir  William  Fergusson's  patient,  in  her  second  confinement 
after  ovariotomy,  gave  birth  to  twins ;  both  children  being,  in 
this  instance,  included  in  the  same  membrane.4  The  birth  of 
twins,  in  such  a  case,  demonstrates  that  two  ova  may  be  ma- 
tured at  the  same  time  by  a  single  ovary.  But  this  must  also 
happen  in  all  cases  of  triplets,  unless — which  is  still  less  proba- 
ble— all  three  of  the  ova  come  from  one  of  the  ovaries. 

Menstruation  after  the  loss  of  a  single  ovary  is  as  regular  as 
before,  though  sometimes  diminished  in  amount  and  duration. 
We  have  already  seen  that  it  sometimes  occurs  for  several 
months  after  ovariotomy,  in  cases  in  which  the  clamp  has 
been  used,  through  the  Fallopian  tube  of  the   side  operated 

1  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  12,  13. 

2  "  On  the  Animal  Economy."       3  Kiwisch,  p.  47.      4  Tlie  Lancet,  1867,  p.  48, 
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on,  and  upon  the  surface  of  the  abdomen.  Prof.  Kehrer,  of 
Giessen,  thinks  this  is  not  a  physiological  flow ; l  but,  since  it 
occurs  simultaneously  with  the  periodical  flow  per  uterum  et 
vaginam,  I  know  not  what  else  to  term  it.  Some  of  the  blood 
naturally  proceeding  from  the  Fallopian  tube  takes  a  retro- 
grade course,  instead  of  flowing  entirely  into  the  uterus,  as  in 
the  normal  condition. 

2.  A  still  more  interesting  inquiry  is,  What  is  the  effect  of 
the  removal  of  both  ovaries  upon  the  general  condition  as  well 
as  the  reproductive  function  ? 

It  was  long  since  observed  that  even  young  female  birds,  in 
which  the  ovaries  have  become  shrivelled,  undergo  an  entire 
change  in  external  appearance,  their  plumage  resembling  that 
of  the  male.  Such  birds  are  termed  mules.  It  has.  also  been 
asserted  that  women,  from  whom  both  ovaries  have  been  re- 
moved, undergo  a  decided  physical  change,  they  becoming  thin, 
their  features  more  masculine,  the  voice  harsh,  the  breasts 
atrophied,  and  sometimes  a  well-developed  beard  resulting  from 
the  operation.  In  Mr.  Pott's  case,  already  cited  (p.  227),  the 
first-mentioned  two  of  the  preceding  changes  occurred ;  in  a 
case  reported  by  Dr.  A.  Peeves  Jackson,2  "  the  voice  became 
harsher  and  more  masculine,  but  otherwise  no  change  was  dis- 
cernible ; "  and  Dr.  W.  L.  Atlee  found  one  of  his  patients,  after 
double  ovariotomy,  with  a  "  shaved  beard."  3  This  was,  how- 
ever, fourteen  years  after  the  operation,  and  the  change  proba- 
bly occurred  during  the  previous  three  years,  the  patient  pass- 
ing from  forty-seven  to  fifty  years  of  age ;  since  Dr.  Atlee 
makes  no  mention  of  the  change  as  having  occurred  when  he 
visited  her  at  the  age  of  forty-seven.  I  have  seen  a  well-devel- 
oped beard  in  three  instances  in  women  who  had  cystic  disease 
of  the  ovary,  and  should  accept  such  a  fact  as  a  ground  of  sus- 
picion that  both  ovaries  are  affected.  In  all  these  cases  the 
tumors  had  developed  slowly  ;  but  I  have  been  unable  to  trace 
their  subsequent  history. 

But,  on  the  other  hand,  it  should  be  stated  that  the  same 
changes  which  have  been  mentioned  above  have  been  observed 
in  women,  especially  when  somewhat  advanced  in  life,  who  have 
never  been  suspected  of  ovarian  disease  of  any  form. 

1  American  Journal  of  Obstetrics,  May,  1870,  p.  177. 

2  Chicago  Medical  Journal,  October,  1870,  p.  585.  3  Ibid. 
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The  cases  I  have  just  detailed  must  also  be  regarded  as  ex- 
ceptional. Iu  three  of  my  first  six  cases,  both  ovaries  were  re- 
moved, and  neither  of  the  patients  has  lost  any  of  her  feminine 
attributes  up  to  the  present  time,  so  far  as  indicated  by  external 
appearances.  The  time  which  has  elapsed  since  the  three  opera- 
tions is  twenty-one,  sixteen,  and  nine  years.  I  have  since  had 
six  successful  cases  of  double  ovariotomy,  in  neither  of  which 
has  any  change  in  the  physical  appearance  occurred ;  but  the 
time  with  these  has  been  only  from  six  to  two  years.  Nor  do  Dr. 
Clay  and  Mr.  "Wells,  with  their  extensive  experience,  mention 
any  instances  of  the  occurrence  of  such  changes.  In  respect  to 
the  voice  acquiring  a  masculine  quality,  Mr.  Wells  quotes  his 
patient,  on  whom  he  performed  a  second  ovariotomy,  eighteen 
and  a  half  months  after  a  previous  one,  as  writing  to  him,  be- 
tween three  and  four  months  after  the  second  operation,  as  fol- 
lows :  "  I  think  upon  the  whole  I  feel  as  well  as  I  did  after  my 
first  operation.  My  voice  is  stronger.  I  can  sing  the  upper 
notes  with  greater  facility  than  formerly.  I  can  sing  from  A 
up  to  C  natural."  This  testimony  is  entirely  reliable,  as  the 
patient  was  a  teacher  of  singing.1 

It  cannot  therefore  be  stated,  as  a  general  proposition,  that 
the  removal  of  the  ovaries  produces  a  change  in  the  physical 
organization  of  woman,  so  as  to  make  her  more  masculine  in 
appearance,  voice,  and  form ;  though  such  changes  sometimes 
follow  double  ovariotomy,  as  well  as  attend  the  progress  of 
ovarian  disease  in  cases  not  submitted  to  that  operation  ;  but 
they  also  occur  independently  of  any  suspected  ovarian  lesion. 

Admitting  for  the  moment  that  it  is  the  influence  of  the 
ovaries  which  mainly  determines  the  feminine  attributes  of 
woman,  it  should  really  make  no  difference  whether  both  ova- 
ries have  been  successfully  removed,  or  are  merely  no  longer 
capable  of  performing  the  functions  of  ovaries  on  account  of 
disease  ;  and  we  should  as  certainly  see  the  changes  above 
specified,  in  case  of  prolonged  disease,  involving  the  entire 
structure  of  both  ovaries,  as  in  the  class  of  patients  under  con- 
sideration. But  if  this  supposition  be  correct,  it  certainly  re- 
quires a  considerable  length  of  time  after  the  entire  cessation 
of  ovarian  influence,  whether  from  disease  or  from  extirpation, 

1  "  Medico-Chirurgical  Transactions,"  vol.  1.,  p.  8. 
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before  the  effects  of  its  withdrawal  become  apparent — twenty- 
two  years  sometimes  not  being  long  enough  (as  in  my  first  case) 
to  show  any  commencement  of  snch  changes.  Still,  I  am  in- 
clined to  adopt  the  above  hypothesis,  in  a  general  way,  from 
the  want  of  a  better  np  to  the  present  time. 

3.  Finally,  the  alleged  cases  of  menstruation  after  the  re- 
moval of  both  ovaries  demand  examination.  And  the  follow- 
ing well-authenticated  cases  of  apparent  catamenial  discharge 
may  be  quoted : 

In  my  first  case  of  double  ovariotomy,  in  September,  1850, 
a  sanguineous  flow  occurred .p.er  vaginam  on  the  third  day,  and 
continued  for  three  days.1  A  similar  flow  has  since  occurred  in 
three  other  successful  cases,  continuing  from  one  to  four  days. 
Dr.  W.  W.  Greene  reports  four  such  cases,  the  flow  in  one  in- 
stance returning  a  second  time.2  Dr.  A.  Reeves  Jackson,  of 
Chicago,  Illinois,  reports  a  case,3  operated  on  by  himself,  Au- 
gust, 31, 1865,  the  patient  being  forty-four  years  old.  Her  regu- 
lar monthly  period  had  ceased  the  day  before  the  operation.  A 
flower  vaginam  recurred  thirty-one  days  afterward,  and  con- 
tinued four  days,  with  the  usual  symptoms  of  lassitude,  nervous- 
ness, and  back-ache.  It  again  appeared  after  an  interval  of 
eighty-three  days  ;  and  after  this  time  it  recurred  with  perfect 
regularity  every  twenty-eight  or  twenty-nine  days  for  twenty- 
two  months,  accompanied  by  all  the  ordinary  symptoms  of  men- 
struation, and  lasting  each  time  from  three  to  five  days.  It 
then  ceased  for  four  months,  to  reappear  for  the  last  time  ;  the 
patient  being  now  forty-seven  years  of  age.  During  all  this 
time  the  patient's  general  health  was  excellent ;  and  Dr.  Jack- 
son satisfied  himself  that  there  was  no  disease  of  the  uterus  or 
vagina.  He  communicated  the  principal  features  of  this  case 
to  Dr.  W.  L.  Atlee,  Mr.  Wells,  Dr.  Charles  Clay,  Mr.  I.  Baker 
Brown,  Dr.  H.  K.  Storer,  and  others,  and  was  surprised  to  find 
that  they  had  each  met  with  similar  ones,  some  of  which  he 
reported  in  the  Chicago  Medical  Journal  for  October,  1870, 
p.  585-587,  as  follows  : 


1  American  Journal  of  Medical  Sciences,  April,  1851,  p.  385, 

2  Boston  Medical  and  Surgical  Journal,  March  2,  1871. 

3  American  Journal  of  Medical  Sciences,  July,  1866,  p.  111. 
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Case  I.  (Dr.  "W.  L.  Atlee.) — Mrs.  J.  0.,  aged  thirty-six  years,  mother 
of  six  children.  Menstruation  always  returned  five  months  after  parturi- 
tion.    Meustruated  regularly  the  last  time,  March  20,  1854. 

April  17,  1854,  both  ovaries  were  removed  at  eleven  o'clock  a.  m. 
Menstruation  returned  the  same  evening. 

On  the  anniversary  of  the  operation  for  several  years  Mrs.  0.  regularly 
wrote  to  me,  keeping  me  advised  of  her  condition,  always  assuring  me  that 
the  menses  continued  to  return  regularly. 

December  5,  1867,  I  saw  the  patient.  She  informed  me  that  up  to 
May  1,  1864,  she  continued  to  menstruate  as  regularly  as  she  had  ever 
done.  It  then  ceased.  In  May,  1865,  she  had  a  return,  which  was  the 
last  of  it.     December  3,  1866,  she  was  forty-eight  years  old. 

August  1,  1868,  I  called  to  see  her  while  passing  through  B ,  and 

noticed  that  she  had  a  shaved  beard. 

Case  II.  (Dr.  W.  L.  Atlee.) — Miss  K.  V.,  aged  nineteen  years,  has 
menstruated  regularly,  accompanied  with  some  dysmenorrhoea.  Had  a 
regular  menstruation  just  four  weeks  ago.  April  25,  1855,  removed  both 
ovaries. 

October  25,  1855,  I  saw  the  patient.  She  had  just  issued  her  wedding- 
cards.  She  has  had  the  regular  monthly  molimen  as  before  the  operation, 
and  also  a  monthly  discharge,  but  not  stained  with  blood. 

She  married,  made  a  visit  to  Europe,  and  after  her  return  I  learned 
from  her  mother  that  the  monthly  discharge  continued,  and  that  she  had 
the  proper  enjoyments  of  matrimonial  life. 

Case  III.  (Dr.  H.  R.  Storer.1) — Sarah  A.  Oolcord,  aged  forty-seven, 
unmarried.  The  menses  have  always  been  normal,  though  somewhat 
scanty.  September  23,  1865,  both  ovaries  and  the  whole  of  the  uterus, 
except  a  small  portion  of  the  cervix,  were  removed. 

From  the  date  of  the  operation  until  October  11th,  eighteen  days  subse- 
quently [to  it],  and  twenty-six  after  the  last  appearance  of  the  catamenia, 
there  was  no  discharge  whatever  from  the  vagina.  Then  there  occurred  a 
sanguineous  effusion,  attended  by  feelings  of  lassitude,  back-ache,  etc.,  etc., 
lasting  thirty  hours,  and  being  an  evident  attempt  at  the  reestablishment 
of  menstruation. 

Case  IV.  (Dr.  II.  R.  Storer.2) — Mrs.  Dunham,  aged  forty-three  years, 
the  mother  of  six  children.  Menstruation  had  been  regular  down  to  within 
two  months,  and  was  now  suppressed,  as  was  supposed,  by  pregnancy. 
The  symptoms  became  urgent,  and  November  20,  1867,  both  ovaries  were 
removed.  "In  the  present  instance,  the  menses  had  been  absent  for  two 
months,  and  yet  reappeared  subsequently  to  the  operation,  although  the 
ovaries  had  both  been  removed,  and  the  major  part  of  the  Fallopian  tubes 
also." 

1  American  Journal  of  Medical  Sciences,  January,  1866,  p.  110. 

2  Canada  Medical  Journal,  1868. 
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Case  V.  (Dr.  H.  R.  Storer.1) — Mrs.  Mathews.  The  ovaries  were  en- 
tirely removed,  and  yet  the  patient  has  had,  quite  regularly,  a  sanguineous 
discharge,  without  evidence  of  uterine  disease,  and  which  haemostatics, 
generally  and  locally  applied,  have  failed  to  check  or  prevent. 

Case  VI.  (I.  Baker  Brown). — A  little  more  than  two  years  ago  I  oper- 
ated on  a  young  lady  extremely  reduced  hy  ovarian  (multilocular)  dropsy, 
and  removed  both  ovaries;  and  yet  she  has  ever  since  menstruated,  but  not 
regularly — sometimes  missing  a  few  weeks. 

Case  VII.  (I.  Baker  Brown.) — The  case  on  which  I  lay  most  stress  was 
one  on  which  I  operated  ten  years  ago.  I  used  the  clamp  externally,  and 
the  stump  of  the  pedicle  adhered  to  the  parietes.  At  every  subsequent  epoch, 
the  skin  broke,  and  she  menstruated  through  the  stump,  and  some  through 
the  vagina. 

Le  Fort  also  reports  a  case,  similar  to  that  of  Miss  T.,  in  the  Gazette 
Hebdomadaire. 

Kosberle  records  a  case  of  this  kind  also,  in  whicb  not  only  the  ovaries, 
but  a  large  portion  of  the  uterus,  were  removed,  without  interfering  with 
the  menstrual  flux.2 

Unquestionably,  therefore,  a  sanguineous  flow  occurs  per 
vagmam,  in  exceptional  cases,  after  double  ovariotomy  ;  this 
obtaining  only  once  or  several  times,  at  regular  or  irregular 
intervals  ;  and  very  soon,  or  a  considerable  length  of  time,  after 
the  operation.  But  can  such  a  flow  be  appropriately  termed 
menstruation  % 

Dr.  Charles  Clay,  of  Manchester,  England,  wrote  Dr.  Jack- 
son (April  24,  1869)  that,  in  about  two  hundred  and  twenty 
cases  of  ovariotomy,  he  has  performed  double  ovariotomy  four 
times ;  and  that  in  three  of  these  he  had  noticed  subsequent 
sanguineous  discharge,  which,  however,  he  had  never  consid- 
ered as  menstrual,  but  attributed  it  to  congestion  of  the  lining 
membrane  of  the  uterus.3 

If,  for  the  moment,  we  set  aside  all  the  generally-received 
ideas  of  menstruation  as  depending  on  ovulation,  I  suppose  no 
one  would  accept  as  menstruation  the  flow  which  occurs  but 
once,  and  in  the  first  week  after  the  operation,  or  indeed  at  any 
point  of  time  thereafter.    Such  a  haemorrhage  is  a  mere  uterine 

1  American  Journal  of  Medical  Sciences,  January,  1868. 

2  Liegois  on  the  "Function  of  Reproduction,"  being  Part  First  of  his  "Traite  de 
Physiologie  appliquee  a  la  Medecine  et  a  la  Chirurgie,"  Paris,  1869. 

3  Chicago  Medical  Journal,  October,  18*70,  p.  587. 
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epistaxis,  or  metrostaxis,  as  Mr.  Wells  lias  appropriately  named 
it ;  and  may  arise  from  the  body  of  the  uterus  alone,  or  the  cer- 
vical canal,  or  both  at  the  same  time. 

The  only  cases  which  can,  with  any  reason,  be  accepted  as 
instances  of  menstruation,  are  those  in  which  the  flow  returns 
repeatedly,  and  with  more  or  less  regularity ;  as  in  the  case  of 
Dr.  Jackson,  the  two  cases  of  Dr.  W.  L.  Atlee,  the  third  of 
Dr.  Storer's  cases ;  and  the  case  of  Le  Eort  and  of  Kceberle. 
Since  Mr.  Brown  speaks  in  his  last  case  (No.  7)  of  the  pedi- 
cle adhering  to  the  parietes,  I  infer  that  but  one  ovary  had 
been  removed. 

Thus  we  have  in  literature  six  cases  of  apparent  menstrua- 
tion after  double  ovariotomy.     Is  it  really  such  ? 

If  we  define  menstruation  to  be  the  sanguineous  flow  which 
is  produced  by  ovulation,  or  which  merely  accompanies  ovula- 
tion, of  course  the  term  is  here  inapplicable ;  since,  in  the  ab- 
sence of  the  ovaries  ovulation  is  impossible.  But,  there  is  no 
proof,  nor  any  probability,  that  ovulation  produces  true  men- 
struation. Certainly,  ovulation,  and  even  parturition,  occurs 
in  some  women  who  have  never  menstruated.  Menstruation 
is,  therefore,  an  accidental  and  an  incidental  rather  than  an 
essential  function  ;  and  it  has  no  analogue  in  most  of  the  lower 
animals.  In  itself  considered,  it  is  merely  a  flow  of  blood  at 
stated  periods,  from  the  interior  of  the  uterus,  irrespective  of 
its  connections  or  causation.  But,  in  its  scientific  acceptation, 
it  has  always  been  restricted  to  the  flow  from  the  cavity  of  the 
uterus  and  the  Fallopian  tubes,  which  returns  once  a  month  to 
a  healthy,  non-pregnant  woman  of  the  child-bearing  age.  More 
recently,  it  has  been  found  also  that  ovulation  occurs  espe- 
cially, but  not  exclusively,  at  the  same  time  ;  and  physiologists 
are  therefore  obliged  to  associate  this  idea  also  with  menstrua- 
tion, as  the  before-mentioned  characteristics  always  have  been. 
And  we  must  have  some  term  to  express  precisely  these  ideas, 
and  no  more  nor  less.  We  must  therefore  cease  to  use  the  term 
in  this  sense,  and  substitute  another,  or  retain  it  in  this  sense 
alone.  In  other  words,  if  an  exceptional  uterine  flow  in  circum- 
stances such  that  ovulation  is  impossible  be  called  menstruation,, 
the  same  term  must  not  be  applied  to  the  flow  which  physiologi- 
cally accompanies  ovulation.  ~No  one,  I  suppose,  proposes  to 
34 
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relinquish  the  term  in  the  latter  circumstances  ;  it  must,  there- 
fore, not  be  applied  in  the  former,  but  a  new  term  must  be 
used,  and  metrostaxis  is  unobjectionable.  Metrostaxis  may 
occur  at  any  time,  and  does  occur  under  very  diverse  circum- 
stances, from  any  part  of  the  uterine  cavity  or  the  cervical 
canal,  in  a  congested  state  of  the  internal  vessels  of  the  non- 
pregnant uterus  ;  and  may  occur  from  the  cervical  canal  alone 
even  during  pregnancy,  or,  after  the  removal  of  the  ovaries  and 
all  of  the  uterus  except  the  cervix,  as  in  Koeberle's  case.  The 
flow  may  also,  though  very  rarely,  become  quite  regular,  as  we 
have  just  seen  in  cases  in  which  both  ovaries  have  been  re- 
moved. But  all  this  is  mere  metrostaxis,  and  not  menstrua- 
tion, and  cannot  be  cited  to  disprove  any  theory  of  the  causation 
of  true  menstruation.  And  no  such  theory,  therefore,  need 
here  be  discussed. 

Thus,  double  ovariotomy,  as  a  rule,  is  not  followed  by  any 
loss  of  the  special  characteristics  of  woman  ;  the  only  decided 
physiological  change  being  a  final  cessation  of  menstruation  as 
well  as  of  ovulation.  Three  of  my  own  patients,  married  and 
highly-educated  ladies,  after  recovery  again  became  splendid 
examples  of  womanhood,  enjoying  the  most  perfect  health,  and 
retaining  all  their  former  attributes  of  mind  as  well  as  of  body, 
and  with  undiminished  sensory  capacities  in  their  matrimonial 
relations. 

SECTION  II. 

POST-MOKTEM   APPEARANCES   IN   FATAL   OASES    OF   OVARIOTOMY. 

Immense  tympanitic  distention  not  seldom  causes  the  inci- 
sion to  reopen,  as  is  seen  by  mere  inspection,  the  convolutions 
of  intestine  presenting  at  the  opening.  And,  in  such  circum- 
stances, the  latter  will  almost  always  be  found  agglutinated  by 
a  peritonitic  exudation.  This  occurred  in  Mr.  Wells's  tenth 
case,  and  in  my  own  seventeenth  case.  Unexpected  obstruc- 
tions are  also  sometimes  the  result  of  such  disturbance,  as  in 
I£ceberle's  ninth  case. 

Inasmuch  as  it  is  desirable  to  inspect  the  internal  surface  of 
the  incision,  and  its  immediate  surroundings,  the  incisions  made 
for  the  autopsy  should  be  such  as  to  allow  the  whole  anterior 
wall  of  the  abdomen  to  be  raised,  like  an  apron,  or  to  be  turned 
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down  from  above.  In  the  latter  case,  a  vertical  incision  may 
be  made  from  the  junction  of  the  eighth  rib  with  its  cartilage, 
down  to  the  crest  of  the  ilium,  on  each  side,  and  thence  along 
Poupart's  ligament  for  four  or  five  inches  ;  and  the  upper  ends 
of  the  vertical  incisions  be  connected  by  an  arched  one  extend- 
ing across  the  epigastrium.  In  case  the  parietes  are  to  be  raised 
from  below,  the  incisions  from  the  crests  of  the  ilia  are  pro- 
longed to  the  symphysis  pubis,  and  the  last-mentioned  trans- 
verse one  is,  of  course,  omitted. 

On  attempting  to  raise  the  abdominal  wall,  when  divided  as 
just  explained,  it  is  sometimes  found  to  be  adherent  to  the 
omentum  throughout  the  length  of  the  latter.  Indeed,  this  is 
always  to  be  expected  in  case  the  wound  has  reopened  before 
death,  or  has  not  been  closed  at  all,  as  in  Nussbaum's  case ;  and 
in  this  way  the  air  and  pus,  if  the  latter  be  poured  out  in  the 
course  of  the  incision,  are  entirely  prevented  from  entering  the 
peritoneal  cavity.    This  occurred  in  Mr.  Wells's  fifty-ninth  case. 

On  raising  the  abdominal  wall,  it  is  found,  if  the  sutures 
closing  the  incision  included  the  peritonaeum,  that,  by  the  end 
of  twenty-four  hours  after  the  operation,  they  cannot  be  seen  at 
all  on  the  peritoneal  aspect  of  the  wound,  since  the  two  surfaces 
of  peritonaeum  which  have  been  brought  into  contact  have 
united  by  first  intention,  and  an  exudation  has  also  been  poured 
out  into  the  narrow  groove  formed  by  their  divergence.  Thus, 
if  any  pus  is  formed  by  the  side  of  the  sutures,  it  cannot  enter 
the  peritoneal  cavity.  If,  on  the  other  hand,  the  sutures  did 
not  include  the  peritonaeum,  they  can  be  seen  on  the  peritoneal 
surface  of  the  wound,  and  pus  or  blood  in  their  track  may  fall 
directly  into  the  peritoneal  cavity.  Mr.  Wells's  cases  Nos.  4, 
6,  and  18,  illustrate  these  points. 

The  appearances  of  the  interior  of  the  abdominal  cavity, 
after  fatal  cases  of  ovariotomy,  are  usually  not  peculiar,  except 
so  far  as  the  incision  and  the  pedicle,  and  their  immediate  sur- 
roundings, and  the  surface  whence  adhesions  have  been  detached, 
are  concerned : 

1.  If  death  has  occurred  from  peritonitis,  whether  acute  or 
asthenic,  the  usual  signs  of  these  conditions  are  found.  It  is 
also  generally  seen  to  commence  in  and  around  the  incision, 
and,  less  frequently,  from  the  pedicle ;  while  inflammation  is 
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very  seldom  seen  on  the  surface  whence  adhesions  have  been 
detached.  It  often  occurs  that,  while  the  intestinal  convolu- 
tions are  extensively  agglutinated  together,  and  the  parietal  or 
pelvic  peritonaeum  is  inflamed,  the  surfaces  just  mentioned  are 
found  to  have  been  rapidly  healing.  This  was  exemplified  by 
Mr.  Wells's  eighteenth  case.  In  his  fourteenth  case  (died  in 
twenty-three  hours),  there  was  peritonitis  around  the  wound, 
on  the  intestines  in  contact  with  it,  and  on  the  broad  ligament, 
but  none  in  the  track  of  the  ligatures  left  coming  out  of  the 
wound.  There  was  between  one  and  two  pints  of  bloody  se- 
rum in  the  peritoneal  cavity,  but  no  clot.1 

The  fluid  found  in  the  pelvic  cavity,  in  case  of  death  from 
peritonitis,  will,  of  course,  vary  in  appearance,  according  as  it 
is,  or  is  not,  mixed  with  blood,  or  ascitic  or  cystic  fluid,  or  is 
the  product  of  an  acute  or  of  a  low  grade  of  inflammation.  In 
quantity  it  may  vary  from  a  few  drachms  to  two  or  three  quarts. 
It  is  a  fact  of  much  interest  that  the  peritonitic  exudation  is 
sometimes  of  a  very  acrid  character.  In  Mr.  "Wells's  fourth 
case  (died  of  peritonitis  in  thirty-two  hours),  it  had  a  pungent, 
irritant  eifect  upon  the  skin  beneath  the  edges  of  the  nails  and 
surrounding  their  matrices — the  hands  having  been  immersed 
in  it  while  the  cadaver  was  yet  warm.2  In  his  twenty-fourth 
case  (died  of  collapse  in  twenty-four  hours),  he  remarks  the 
effused  reddish  serum — of  which  there  were  four  to  five  pints  in 
the  peritoneal  cavity — "  must  have  been  a  very  active  animal 
poison,  for  I  suffered  very  severely  two  days  after  the  examina- 
tion from  a  very  slight  scratch  with  the  point  of  a  needle  on 
the  left  forefinger.  I  sucked  the  spot  instantly,  but  the  next 
day  a  small  vesicle  formed,  and  I  applied  caustic  freely.  On 
the  second  day,  I  had  severe  rigors,  lasting  several  hours,  with 
intense  headache,  relieved  by  vomiting  and  a  copious  perspi- 
ration, which  lasted  about  eighteen  hours.  For  several  days 
afterward,  I  was  very  weak,  but  all  the  severe  symptoms  had 
passed  off  by  the  fifth  day  after  the  puncture."  3  In  one  of 
Mr.  Wells's  cases,  in  which  death  occurred  in  forty-four  hours, 
from  diffuse  peritonitis,  some  bloody  serum  was  found'in  the 
sub-peritoneal  tissue  of  the  uterus  and  the  remaining  ovary.4 

2.  In  case  of  death  from  sej)ticce?nia,  more  or  less  fetid  fluid 

1  Op.  til.,  p.  55.  2  Ibid.,  p.  14.  8  Op.  cit,  p.  19.  4  Case  54,  p.  142. 
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is  found  in  the  pelvic  cavity.  In  one  of  Mr.  Wells's  cases  about 
forty  ounces  of  dark-red  serum  and  two  ounces  of  blood-clot 
were  found  in  the  peritoneal  cavity.  Sometimes  the  decompos- 
ing fluid  is  contained  in  a  distinct  cavity,  separated  from  the 
rest  of  the  peritoneal  cavity,  viz.,  in  the  Douglas  cul-de-sac, 
arched  over  by  the  posterior  surface  of  the  uterus,  the  promon- 
tory of  the  sacrum,  and  agglutinated  convolutions  of  the  small 
intestines.  Sometimes,  also,  the  sigmoid  flexure  of  the  colon 
forms  a  part  of  the  wall  of  this  cavity.  In  such  a  case  the  fluid 
could  have  been  evacuated  only  by  an  opening  per  vaginam, 
into  the  Douglas  cul-de-sac.  In  one  of  Mr.  Wells's  cases  (No. 
82)  a  pint  of  turbid  serum,  and  in  case  No.  59,  three  or  four 
ounces  of  pus,  were  thus  enclosed.  A  similar  cavity  is  some- 
times found  just  behind  the  wound,  so  that  pus  cannot  fall  into 
the  peritoneal  cavity.  In  one  of  Hildebrand's  cases,  of  double 
ovariotomy,  when  one  of  the  pedicles  had  been  ligated,  and  then 
transfixed  by  a  lancet-needle,  the  pedicle  retracted  and  formed 
a  funnel-shaped  depression,  and  the  needle  cut  through.  Death 
occurred  from  oedema  pulmonum  on  the  eighth  day ;  when  this 
depression  was  found  still  more  enlarged  by  having  arranged 
around  its  margin  the  intestines,  omentum,  and  uterus,  so 
attached  as  to  prevent  all  communication  of  the  pus-containing 
cavity  with  the  peritonaeum.1 

Mr.  Wells's  one  hundred  and  third  case  is  also  interesting 
in  this  connection.  The  pedicle  had  been  ligated  and  returned. 
On  the  thirteenth  day  the  symptoms  of  septicaemia  induced 
Mr.  Wells  to  make  an  examination  per  vaginam,  when  he  found 
a  fulness  in  the  right  side,  and  passed  a  straight  trocar  behind 
the  uterus  into  Douglas's  space  and  removed  three  and  a 
quarter  pints  of  abominably  fetid,  black,  tarry  fluid.  Three  days 
later,  the  trocar  brought  away  a  pint  more  of  the  same  fluid, 
and  two  or  three  pints  of  it  escaped  during  the  next  three  days, 
and  the  flow  continued  up  to  the  twenty-sixth  day,  when  it 
stopped.  The  aperture  of  the  opening  was  probed,  but  only  one 
ounce  of  fluid  came  away.  The  patient  died  on  the  twenty-ninth 
day.  •  The  following  conditions  were  found  at  the  post  mortem : 

An  incision  was  commenced  at  the  left  false-ribs,  carried  down  to 
Poupart's  ligament,  across  to  the  same  ligament  on  the  opposite  side,  and 

1  Grenser,  p.  58. 
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then  upward  to  the  right  false-ribs.  The  incision  implicated  the  whole 
thickness  of  the  abdominal  wall,  including  a  layer  of  peritonaeum.  It  was 
now  found  that  none  of  the  small  intestines  descended  into  the  pelvis,  but 
were  firmly  glued  to  the  flap,  which  had  just  been  formed.  The  position 
of  the  pelvic  viscera,  properly  so  called,  was  quite  normal,  except  that  the 
place  of  the  left  ovary  was  occupied  by  a  little  capsule  of  lymph,  enclosing 
the  ligatured  stump.  The  recto-vaginal  pouch  was  empty ;  a  probe,  intro- 
duced through  the  opening  in  the  vagina  made  by  Scanzoni's  trocar,  passed 
fairly  into  the  pouch.  The  utero-vesical  pouch  was  filled  with  creamy 
pus.  It  now  became  evident  why  so  much  fluid  had  been  discharged 
whenever  the  position  of  the  patient  was  altered.  The  pus  in  the  utero- 
vesical  pouch  was  prevented  flowing  into  Douglas's  space  only  by  the 
ridge  formed  by  the  uterus  and  broad  ligaments,  and  at  every  motion  of 
the  body  a  little  of  the  fluid  overflowed  the  barrier  and  gravitated  into 
Douglas's  space,  whence  it  found  a  free  exit.  The  large,  irregular  cavity 
was  capable  of  holding  about  a  gallon  of  fluid ;  during  life  it  must  have  been 
full  of  air.  It  was  bounded  superiorly  by  coils  of  small  intestines  firmly 
adherent  to  each  other  and  to  the  anterior  abdominal  wall.  In  the  pelvis 
itself  were  no  false  membranes,  with  the  exception  of  the  few  flakes  of 
lymph  partially  incapsuling  the  pedicle,  as  has  already  been  mentioned. 
On  attempting  to  separate  the  intestines  from  the  anterior  abdominal  wall 
it  was  found  absolutely  necessary  to  use  the  knife,  as  the  adhesions  would 
not  give  way  to  traction.  It  was  then  discovered  that,  although  the  in- 
testines were  for  the  most  part  firmly  matted  together,  still  at  intervals 
pus  had  collected  between  the  coils,  forming  a  large  number  of  small,  cir- 
cumscribed abscesses.  One  of  these  abscesses  was  immediately  beneath 
the  abdominal  wound,  which  had  perfectly  united.1 

3.  If  death  result  from  haemorrhage,  the  blood  is  of  course 
found  in  the  peritoneal  cavity,  and  mainly  in  the  pelvis.  Its 
source  is  in  almost  every  instance  at  once  recognized,  whether 
it  proceeds  from  ruptured  adhesions,  from  the  incision  as  in  Dr. 
Bayless's  case  (p.  499),  or  from  the  pedicle.  Grenser  states  that 
Wagner  lost  a  case  from  haemorrhage  from  the  sub-peritoneal 
connective  tissue — four  handfuls  of  blood  having  been  found  in 
the  pelvic  cavity.  I  suppose  he  had  not  included  the  peri- 
tonaeum in  his  sutures.  In  another  case  he  found  extensive 
compression-thrombus  in  the  vena  cava,  and  both  renal  and 
iliac  veins ;  which,  however,  had  probably  existed  for  some  time 
before  the  operation. 

If  the  pedicle  has  been  ligated,  the  ligature  in  case  of  fatal 
haemorrhage  may  be  found  in  its  place,  the  pedicle  having  con- 

1  Op.  cit,  p.  275. 
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tracted  within  it,  as  in  Mr.  Solly's  case ;  or  it  may  have  slipped 
off,  either  partially  or  entirely.  In  the  latter  case  the  portion 
of  the  pedicle  which  has  been  enclosed  may  have  disappeared 
entirely,  from  retraction  of  its  tissues,  and  only  a  fresh  elliptical 
surface  be  seen,  bounded  by  the  cut  edges  of  the  broad  ligament, 
which  had  been  enclosed.  If  the  ligature  had  but  partially 
slipped,  a  portion  of  the  pedicle  is  still  surrounded  by  it,  and 
the  remaining  portion  extends  like  an  incision  to  a  variable 
distance  from  the  ligature. 

It  has  been  sometimes  assumed  that  a  collection  of  blood  in 
the  peritoneal  cavity  is  quite  harmless,  since  in  these  cases  it 
is  generally  found  not  to  have  undergone  any  change,  and  may 
therefore,  it  is  asserted,  have  been  again  absorbed.  But  it  must 
be  remembered  that  death  occurs  in  cases  of  fatal  haemorrhage 
within  from  twenty-four  to  forty-eight  hours  after  the  opera- 
tion, and  before  decomposition  can  ensue.  Spiegelberg  found 
the  coagula  were  unchanged,  even  when  death  occurred  in 
sixty  hours.  On  the  other  hand,  it  is  known  that,  after  a  few 
days,  blood  thus  found  does  as  a  rule  undergo  decomposition, 
and  thus  produces  septicaemia  (p.  511). 

4.  The  condition  of  the  pedicle  in  fatal  cases,  when  treated 
by  ligature,  has  already  been  described  on  pp.  457  and  458,  I 
here  merely  add  an  exceptional  case  (No.  60)  in  Mr.  Wells's 
experience.  The  patient  died  in  fifty-nine  hours,  from  exhaus- 
tion and  the  rapid  effusion  of  serum  in  the  peritoneal  cavity. 
"  The  tissue  included  in  the  ligature  was  dead  and  fetid,  the 
dead  portions  weighing  about  half  a  drachm."  This  patient 
had  been  in  a  very  low  condition,  no  exudation  at  all  having 
taken  place  around  the  ligatures.  Sometimes,  after  a  few  days, 
the  ligatures  become  so  completely  blended  with  the  tissues 
as  to  be  with  great  difficulty,  or  not  at  all,  recognizable.  Gren- 
ser  mentions  a  case  in  which  a  ligature  coming  out  through  the 
incision  had  united  so  firmly  with  the  intestine  by  fibrinous 
exudation,  that  strong  traction  was  necessary  to  separate  it. 
Another  ligature  applied  to  the  omentum,  cut  short  and  re- 
turned within  the  cavity,  could  not,  at  the  end  of  eight  days,  be 
found  at  all.  Yery  seldom  is  any  slough  produced  by  a  ligature, 
whether  applied  either  to  the  pedicle  or  to  an  adhesion.  This 
is  far  more  common  in  cases  in  which  the  clamp  has  been  used. 
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If  the  extra-peritoneal  method  of  treatment  lias  been  resorted 
to,  more  or  less  deflection  of  the  uterus  will  be  found,  Grenser 
thinks,  in  all  cases  unless  the  pedicle  is  especially  long.  If  the 
pedicle  is  quite  short,  the  uterus  becomes  deflected,  elevated, 
or  attached  to  the  abdominal  wound.  But,  if  the  clamp  be 
used,  mortification  of  the  pedicle,  if  short,  has  not  very  seldom 
been  produced  by  its  traction.  In  one  of  Spiegelberg's  cases, 
the  clamp  was  loosely  applied,  and  removed  on  the  third  day. 
The  patient  dying  in  ninety-two  hours,  two-fifths  of  an  inch 
(one  centimetre)  of  the  pedicle  was  found  mortified,  with  a 
sharp  line  of  demarcation.  Yeit,  of  Bonn,  had  a  case  of  double 
ovariotomy  which  proved  fatal  in  fifty-seven  hours,  in  which  the 
clamp  had  slipped  off  the  right  pedicle,  which  was  discolored 
and  decomposed.  In  one  of  Simon's  cases,  the  pedicle  was  first 
fixed  by  a  clamp,  and  then  ligated.  The  patient  died  on  the 
sixth  day,  and  thrombus  of  an  artery  and  abscesses  were  found. 
Mr.  I.  B.  Brown,  in  a  case  of  double  ovariotomy  (case  ISTo.  57), 
ligated  one  pedicle  and  returned  it,  and  applied  the  clamp  to 
the  other.  The  patient  died  on  the  fourth  day,  and  the  first- 
mentioned  pedicle  was  healing,  while  the  one  treated  by  the 
clamp  was  gangrenous.1 

5.  The  remains  of  adhesions  are  found  after  two  or  three 
weeks  to  have  become  absorbed,  or  to  be  attached  to  a  convolu- 
tion of  intestine.  Portions  of  the  cyst  left  adherent  to  any  organ 
remain  unchanged,  if  the  vascular  connections  are  preserved. 

6.  After  death  from  tetanus  Mr.  Wells  found  (Case  12)  that 
the  recti  muscles  seemed  to  have  been  torn  across  transversely 
for  more  than  an  inch,  at  a  point  almost  an  inch  above  the 
upper  end  of  the  incision.  This  was  probably  done  by  the 
violent  spasms  which  arched  the  body  upward.  "Whether  this 
was  also  the  origin  of  about  one  pint  of  dark  fluid  blood  in 
the  pelvis,  or  whether  the  latter  had  passed  from  some  vein 
opened  at  the  post  mortem,  Mr.  Wells  could  not  say.2 

7.  Death  occurred  forty-six  hours  after  the  operation  in  Mr. 
Wells's  seventeenth  case,  from  intestinal  obstruction.  The 
pedicle  had  been  ligated  and  then  fixed  in  the  wound  by  a  hare- 
lip pin.  The  following  is  his  description  of  the  relations  of  the 
parts  as  found  at  the  autopsy  : 

1  "On  Ovarian  Dropsy,"  p.  199.  2  Op.  cit.,  p.  49. 
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The  anterior  wall  of  the  abdomen  was  very  flaccid  from  previous  ex- 
cessive distention  of  the  ovarian  tumor.  The  recti  muscles  were  also 
greatly  hypertrophied,  and  their  fibrous  sheaths  thickened,  probably  from 
the  increase  of  function  thrown  upon  them  in  supporting  the  large  ovarian 
cyst.  Incisions  were  made  from  the  ensiform  cartilage  toward  the  anterior 
spines  of  each  ilium,  so  as  to  reflect  the  anterior  wall  of  the  abdomen  in  a 
triangular  flap  downward  over  the  thighs.  The  relation  of  the  peritoneal 
aspect  of  the  wound  to  the  intestines,  omentum,  and  parts  concerned  in 
the. operation,  was  thus  very  easily  seen.  The  incision  made  in  the  opera- 
tion ceased  about  midway  between  the  umbilicus  and  symphysis  pubis,  not 
coming  so  low  down  as  usual.  The  upper  third  of  the  wound  gave  passage 
to  a  portion  of  omentum  which  had  required  the  application  of  a  ligature. 
The  porfion  of  gut  to  which  it  was  attached  was  in  close  apposition  to  the 
inner  aspect  of  the  wound.  The  intestine,  however,  was  not  constricted ; 
and  the  slight  irritation  at  this  point  was  entirely  limited  to  the  portion  of 
omentum  passing  through  the  wound.  The  line  of  incision  which  separated 
the  cyst  from  its  peduncle  was  secured  by  whip-cord  ligatures,  and  the 
tied  portion  of  peduncle  was  brought  out  through  the  middle  of  the  wound. 
The  tumor  seemed  to  have  been  fixed  closely  to  the  posterior  aspect  of  the 
left  side  of  the  false  pelvis,  near  the  middle  line,  and  at  a  considerable 
distance  from  the  fundus  of  the  uterus.  From  the  uterus  to  the  ligature 
of  the  peduncle,  the  distance  measured  an  inch  and  a  half;  but  the  con- 
densed tissue  which  composed  the  peduncle  attached  to  the  posterior  wall 
of  the  false  pelvis  was  almost  sessile,  having  the  left  common  iliac  vein  to 
its  inner  aspect.  The  ligatures  securing  this  extensive  incision  were  thus 
fixed  near  the  posterior  aspect  of  the  false  pelvis,  a  little  to  the  left  of  the 
middle  line ;  and  toward  this  point  the  elongated  peduncle  from  the  fundus 
of  the  uterus  was  drawn,  and  secured  by  the  one  common  ligature.  Thus 
the  body  of  the  uterus  came  to  be  drawn  obliquely  upward  out  of  the 
cavity  of  the  true  pelvis,  and  the  common  ligatures  were  brought  out  at 
the  middle  of  the  wound,  instead  of  at  its  lower  angle  near  the  symphysis 
pubis,  as  has  usually  been  the  case.  These  arrangements  and  connections 
of  parts  caused  the  united  incision  through  the  abdominal  wall  to  dip 
deeply  into  the  cavity  of  the  abdomen,  and  that  portion  through  which  the 
ligatured  peduncle  issued  came  to  be  nearer  the  posterior  aspect  of  the 
pelvis.  A  space  was  thus  left  between  the  elongated  peduncle  from  the 
fundus  of  the  uterus  and  the  abdominal  wall.  The  space  was  closed  at  the 
upper  angle  where  the  ligature  emerged  at  the  middle  of  the  parietal 
wound.  In  the  space  so  formed  a  portion  of  the  lesser  intestine  near  the 
lower  portion  of  the  jejunum  had  become  constricted.  The  mesentery  of 
the  small  intestine  resting  on  the  ligature,  the  whole  extent  of  ileum  had 
passed  through  this  space  toward  the  right  side  of  the  abdomen,  till  the 
constriction  became  decided  at  the  lower  portion  of  the  jejunum.  A  com- 
plete liberation  of  the  ligatures  holding  the  peduncle  in  the  centre  of  the 
parietal  wound,  at  once  set  free  the  constricted  portion  of  the  gut,  showing 
it  dilated  and  inflamed  on  either  side  of  the  constricted  portion.     Exten- 
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sive  inflammatory  action  had  glued  the  convolutions  of  intestine  to  each 
other  immediately  above  the  constricted  portion,  and  a  considerable  portion 
of  fluid  effusion  filled  the  cavity  of  the  true  pelvis.  There  was  no  appear- 
ance of  haemorrhage  having  taken  place.  There  was  evidence  on  the 
parietal  peritonaeum  of  extensive  adhesions  to  the  cyst  having  been  forcibly 
ruptured,  and  round  these  points  considerable  vascular  excitement  was 
manifest ;  and  lymph  was  already  in  abundance  commencing  the  healing 
process.  No  inflammatory  action  appeared  to  extend  from  these  points, 
nor  from  the  wound.  Throughout  all  points  where  it  was  brought  to- 
gether, union  by  the  first  intention  was  rapidly  proceeding.  Tbe  hare-lip 
pins  which  had  transfixed  the  peritonaeum  were  completely  concealed  from 
view  nntil  the  folds  on  each  side  were  forcibly  separated.1 

1  Op.  cit.,  pp.  65,  66. 
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dren at  St.  Thomas's  Hospital;  Examiner  on  Midwifery  to  the  Royal  College  of  Phy- 
sicians and  to  the  Royal  College  of  Surgeons;  formerly  Obstetric  Physician  to  the 
London  Hospital,  and  late  Physician  to  the  Eastern  Division  of  the  Royal  Maternity 
Charity. 

WITH  ADDITIONS,  by  BENJAMIN  F.  DAWSON,  M.  D., 

Late  Lecturer  on  Uterine  Pathology  in  the  Medical  Department  of  the  University  of  New 
York  ;  Assistant  to  the  Clinical  Professor  of  Diseases  of  Children  in  the  College  of 
Physicians  and  Surgeons,  New  York ;  Physician  for  the  Diseases  of  Children  to  the 
New  York  Dispensary  ;  Member  of  the  JSe'w  York  Obstetrical  Society,  of  the  Medical 
Society  of  the  County"  of  New  York,  etc.,  etc. 

Second  American  Edition.    1  vol.,  8vo.    503  pp.    Cloth,  $4.50. 

To  the  student  and  practitioner  this  work  will  prove  of  the  greatest  value,  being,  as  it 
is,  a  most  perfect  text-book  on  "  Obstetric  Operations,"  by  one  who  has  fairly  earned  the 
right  to  assume  the  position  of  a  teacher. 

"Such  a  work  as  Dr.  Barnes's  was  greatly  needed.  It  is  calculated  to  elevate  the 
practice  of  the  obstetric  art  in  this  country,  and  to  be  of  great  service  to  the  practitioner." 
T-Lancet. 
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Bellevue  and  Charity  Hospital  Reports. 

The  volume  of  JBellovue  and  Charity  Hospital  Reports 
for  1870,  containing  valuable  contributions  from 

ISAAC  E.  TAYLOR,  M.  D.,  WILLIAM  A.  HAMMOND,  M.  D., 

AUSTIN  FLINT,  M.  D.,  T.  GAILLARD  THOMAS,  M.  D., 

LEWIS  A.  SAYRE,  M.  D.,  FRANK  H.  HAMILTON,  M.  D., 

and  others. 

1  vol.,  8vo.    Cloth,  $4.00. 

"  These  institutions  are  the  most  important,  as  regards  accommodations  for 
patients  and  variety  of  cases  treated,  of  any  on  this  continent,  and  are  surpassed 
by  but  few  in  the  world.  The  gentlemen  connected  with  them  are  acknowledged 
to  be  among  the  first  in  their  profession,  and  the  volume  is  an  important  addition 
to  the  professional  literature  of  this  country." — Psychological  Journal. 

BENNET 
Winter  and  Spring  on  the  Shores  of 

the  Mediterranean;  or,  the  JRiviera,  Mentone,  Italy, 
Corsica,  Sicily,  Algeria,  Spain,  and  Biarritz,  as  Win- 
ter Climates. 

By  J.  HENRY  BENNET,  M.  D., 

Member  of  the  Royal  College  of  Physicians,  London;  late  Physician-Accoucher  to  the 
Koyal  Free  Hospital;  Doctor  of  Medicine  of  the  University  of  Paris;  formerly  .Resi- 
dent Physician  to  the  Paris  Hospitals  (es-Inteme  des  Hopitaux  de  Paris),  etc. 

This  work  embodies  the  experience  of  ten  winters  and  springs  passed  by  Dr.  Bennet 
on  the  shores  of  the  Mediterranean,  and  contains  much  valuable  information  for  physi- 
cians in  relation  to  the  health-restoring  climate  of  the  regions  described. 

1  vol.,  12mo.    621  pp.    Cloth,  $3.50. 

"  Exceedingly  readable,  apart  from  its  special  purposes,  and  well  illustrated."— Even- 
ing Commercial. 

"It  has  a  more  substantial  value  for  the  physician,  perhaps,  than  for  any  other  class  or 
profession.  .  .  .  We  commend  this  book  to  our  readers  as  a  volume  presenting  two 
capital  qualifications— it  is  at  once  entertaining  and  instructive.'  — N.  Y.  Medical  Journal. 

On  the  Treatment  of  Pulmonary  Con- 

sumption,  by  Hygiene,  Climate,  and  Medicine,  in  its 
Connection  with  Modern  Doctrines. 

By  JAMES  HENRY  BENNET,  M.  D., 

Member  of  the  Royal  College  of  Physicians,  London;  Doctor  of  Medicine  of  the  University 

of  Paris,  etc.,  etc. 

1  vol.,  thin  8vo.    Cloth,  $1.50. 

An  interesting  and  instructive  work,  written  in  the  strong,  clear,  and  lucid  manner 
which  appears  in  all  the  contributions  of  Dr.  Bennet  to  medical  or  general  literature. 

"We  cordially  commend  this  book  to  the  attention  of  all,  for  its  practical  common- 
eenue  views  of  the  nature  and  treatment  of  the  scourge  of  all  temperate  climates,  pulmo- 
nary consumption." — Detroit  Beview  of  Medicine. 
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BILLROTH. 

General  Surgical  Pathology  and  The- 

rapeutics,  in  Fifty  Lectures.  A  Text-book  for  Students 
and  Physicians. 

By   Dr.   THEODOE   BILLEOTH, 

Professor  of  Surgery  in  Vienna. 

Translated  from  the  Fourth  German  Edition,  with  the  special  permission 
of  the  Author,  by 

CHAELES  E.  HACEXEY,  A.  M.,  M.  D., 

Surgeon  to  the  New  York  Eye  and  Ear  Infirmary ;  Physician  to  the  New  York  Hospital ;  Fellow 
of  the  New  York  Academy  of  Medicine,  etc. 

1  vol.,  8vo.    676  pp.,  and  152  Woodcuts.    Cloth,  &5.00. 

Professor  Theodor  Billroth,  one  of  the  most  noted  authorities  on 
Surgical  Pathology,  gives  in  this  volume  a  complete  resume  of  the  exist- 
ing state  of  knowledge  in  this  branch  of  medical  science.  The  fact  of 
this  publication  going  through  four  editions  in  Germany,  and  having 
been  translated  into  French,  Italian,  Eussian,  and  Hungarian,  should  be 
some  guarantee  for  its  standing. 


6PECLMEU   OF   ILLUSTRATIONS. 


Mammary  Cancer,  acinous  form,  magnified  50  diameters. 

"  The  want  of  a  book  in  the  English  language,  presenting  in  a  concise  form  the 
views  of  the  German  pathologists,  has  long  been  felt ;  and  we  venture  to  say  no 

book  could  more  perfectly  supply  that  want  than  the  present  volume 

We  would  strongly  recommend  it  to  all  who  take  any  interest  in  the  progress  of 
thought  and  observation  in  surgical  pathology  and  surgery.'1 — The  Lancet. 

"  A  great  addition  to  our  literature." — JV.  Y.  Medical  Journal. 

"  We  can  assure  our  readers  that  they  will  consider  neither  money  wasted  in 
ita  purchase,  nor  time  in  its  perusal." — Tlie  Medical  Investigator. 
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COMBE. 

The  Management  of  Infancy,  Physiologi- 
cal and  Moral.  Intended  chiefly  for  the  Use  of 
Parents. 

By  ANDREW   COMBE,  M.  D. 

REVISED   AND   EDITED 

By  SIR  JAMES   CLARK,  K.  C.  B.,  M.  D.,  F.  R.  S., 

Physician-in-ordinary  to  the  Queen. 

First  American   from  the   Tenth  London  Edition.     1  vol.,   12mo.     302  pp. 

Cloth,  $1.50. 

"  In  the  following  pages  I  have  addressed  myself  chiefly  to  parents 
and  to  the  younger  members  of  the  medical  profession ;  but  it  is  not  to 
them  alone  that  the  subject  ought  to  prove  attractive.  The  study  of  in- 
fancy, considered  even  as  an  element  in  the  history  and  philosophy  of 
man,  abounds  in  interest,  and  is  fertile  in  truths  of  the  highest  practical 
value  and  importance." — Extract  from  Author's  Preface. 

"  This  excellent  little  book  should  be  in  the  hand  of  every  mother  of  a  family ; 
and  if  some  of  our  lady  friends  would  master,  its  contents,  and  either  bring  up 
their  children  by  the  light  of  its  teachings,  or  communicate  the  truths  it  contains 
to  the  poor  by  whom  they  are  surrounded,  we  are  convinced  that  they  would  ef- 
fect infinitely  more  good  than  by  the  distribution  of  any  number  of  tracts  what- 
ever ....  We  consider  this  work  to  be  one  of  the  few  popular  medical  treatises 
that  any  practitioner  may  recommend  to  his  patients ;  and,  though,  if  its  precepts 
are  followed,  he  will  probably  lose  a  few  guineas,  he  will  not  begrudge  them  if 
he  see3  his  friends'  children  grow  up  healthy,  active,  strong,  and  both  mentally 
and  physically  capable." — The  Lancet. 

DAVIS. 

Conservative  Surgery,  as  exhibited  in  remedying 
some  of  the  Mechanical  Causes  that  operate  injuri- 
ously both  in  Health  and  Disease.    With  Illustrations. 

By  HENRY   G.   DAYIS,  M.  D., 

Member  of  the  American  Medical  Association,  etc.,  etc. 

1  vol.,  8vo.    315  pp.    Cloth,  $3.00. 

The  Author  has  enjoyed  rare  facilities  for  the  study  and  treatment 
of  certain  classes  of  disease,  and  the  records  here  presented  to  the  pro- 
fession are  the  gradual  accumulation  of  over  thirty  years'  investigation. 

"  Dr.  Davis,  bringing,  as  he  does  to  his  specialty,  a  great  aptitude  for  the 
solution  of  mechanical  problems,  takes  a  high  rank  as  an  orthopedic  surgeon, 
and  his  very  practical  contribution  to  the  literature  of  the  subject  is  both  valu- 
able and  opportune.  We  deem  it  worthy  of  a  place  in  every  physician's  library. 
The  style  is  unpretending,  but  trenchant,  graphic,  and,  best  of  all,  quite  intelli- 
gible."— Medical  Record. 
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FLINT. 

The     Physiology    of    Man.       Designed  to  rep- 
resent the  Existing  State  of  Physiological  Science  as 
applied  to  the  Functions  of  the  Human  Body. 
By  AUSTIN  FLINT,  Jr.,  M.  D., 

Professor  of  Physiology  and  Microscopy  in  tho  Bellevue  Hospital  Medical  College,  and  in  the 
Long  Island  College  Hospital;  Fellow  of  the  New  York  Academy  of  Medicine ;  Microscopist 
to  Bellevue  Hospital. 

In  Five  Volumes.    8vo.    Tinted  Paper. 

Volume  I. — The  Blood  /   Circulation',   Respiration. 

8vo.     502  pp.     Cloth,  $4.50. 


SPECIMEN   OF  ILLTJSTKATIONB. 


Ducts  and  Acini  of  the  Mammary  Organs. 

"  If  the  remaining  portions  of  this  work  are  compiled  with  the  same  care  and 
accuracy,  the  whole  may  vie  with  any  of  those  that  have  of  late  years  been  pro- 
duced in  our  own  or  in  foreigu  languages." — British  and  Foreign  Medico- Chirurgi- 
cal  Revieii}. 

"  As  a  book  of  general  information  it  will  be  found  useful  to  the  practitioner, 
and,  as  a  book  of  reference,  invaluable  in  the  hands  of  the  anatomist  and  physi- 
ologist."— Dublin  Quarterly  Journal  of  Medical  Science. 

"  The  complete  work  will  prove  a  valuable  addition  to  our  systematic  treatises 
on  human  physiology." — The  Lancet. 

"  To  those  who  desire  to  get  in  one  volume  a  concise  and  clear,  and  at  the 
same  time  sufficiently  full  resume  of  '  the  existing  state  of  physiological  science,' 
we  can  heartily  recommend  Dr.  Flint's  work.  Moreover,  as  a  work  of  typographi- 
cal art  it  deserves  a  prominent  place  upon  our  library-shelves.  Messrs.  Appleton 
&  Co.  deserve  the  thanks  of  the  profession  for  the  very  handsome  style  in  which 
they  issue  medical  works.  They  give  us  hope  of  a  time  when  it  will  be  very 
generally  believed  by  publishers  that  physicians'  eyes  are  worth  saving." — Medi- 
cal Gazette. 
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Flint's     Physiology.        Volume    II.  —  Alimenta- 
tion; Digestion ;  Absorption;  Lymph  and  Chyle. 

8vo.     556  pp.     Cloth,  $4.50. 

"  The  second  instalment  of  this  work  fulfils  all  the  expectations  raised  by  the 
perusal  of  the  first.  .  .  .  The  author's  explanations  and  deductions  bear 
evidence  of  much  careful  reflection  and  study.  .  .  .  The  entire  work  is  one 
of  rare  interest.  The  author's  style  is  as  clear  and  concise  as  his  method  is 
studious,  careful,  and  elaborate." — Philadelphia  Inquirer. 

"  We  regard  the  two  treatises  already  issued  as  the  very  best  on  human  physi- 
ology which  the  English  or  any  other  language  affords,  and  we  recommend  them 
with  thorough  confidence  to  students,  practitioners,  and  laymen,  as  models  of 
literary  and  scientific  ability." — i\r.  Y.  Medical  Journal. 

"  We  have  found  the  style  easy,  lucid,  and  at  the  same  time  terse.  The  prac- 
tical and  positive  results  of  physiological  investigation  are  succinctly  stated, 
without,  it  would  seem,  extended  discussion  of  disputed  points." — Boston  Medical 
and  Surgical  Journal. 

"  It  is  a  volume  which  will  be  welcome  to  the  advanced  student,  and  as  a 
work  of  reference." — The  Lancet. 

"  The  leading  subjects  treated  of  are  presented  in  distinct  parts,  each  of  which 
is  designed  to  be  an  exhaustive  essay  on  that  to  which  it  refers." — Western  Jour- 
nal of  Medicine. 

Volume  III. — Secretion;  Excretion  ;  Ductless  Glands ;  JSfu- 
trition  ;  Animal  Heat  /  Movements  ;  Voice  and  Speech. 

8vo.     526  pp.     Cloth,  $4.50. 

"  Dr.  Flint's  reputation  is  sufficient  to  give  a  character  to  the  book  among  the 
profession,  where  it  will  chiefly  circulate,  and  many  of  the  facts  given  have  been 
verified  by  the  author  in  his  laboratory  and  in  public  demonstrations." — Chicago 
Courier. 

"  The  author  bestows  judicious  care  and  labor.  Facts  are  selected  with  dis- 
crimination, theories  critically  examined,  and  conclusions  enunciated  with  com- 
mendable clearness  and  precision." — American  Journal  of  the  Medical  Sciences. 

"  The  work  is  calculated  to  attract  other  than  professional  readers,  and  is 
written  with  sufficient  clearness  and  freedom  from  technical  pedantry  to  be  per- 
fectly intelligible  to  any  well-informed  man." — London  Saturday  Review. 

*'  From  the  extent  of  the  author's  investigations  into  the  best  theory  and  prac- 
tice of  the  present  day,  the  world  over,  and  the  candor  and  good  judgment  which 
he  brings  to  bear  upon  the  discussion  of  each  subject,  we  are  justified  in  regarding 
his  treatises  as  standard  and  authoritative,  so  far  as  in  this  disputed  subject 
authority  is  admissible.^iVew  York  Times. 

Volume  IV. — The  Nervous  System. 

This  volume  is  now  ready.  It  is  a  work  of  great  interest,  and,  in 
conjunction  with  the  "  Treatise  on  Diseases  of  the  Nervous  System,"  by 
Dr.  Wm.  A.  Hammond,  constitutes  a  complete  work  on  "  The  Physiology 
and  Pathology  of  the  Nervous  System." 

Volume  V. — Generation.     (In  press.) 
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FLINT. 
Manual  of  Chemical   Examination  of 

the  Urine  in  Disease.  With  Brief  Directions  for  the 
Examination  of  the  most  Common  Varieties  of  Uri- 
nary Calculi. 

By  AUSTIN   FLINT,   Jb.,  M.  D., 

Professor  of  Physiology  and  Microscopy  in  the  Bellevue  Hospital  Medical  College ;  Fellow  of  the 
New  York  Academy  of  Medicine;  Member  of  the  Medical  Society  of  the  County  of  New 
York ;  Resident  Member  of  the  Lyceum  of  Natural  History  in  the  City  of  New  York,  etc. 

Third  Edition,  revised  and  corrected.    1  vol.,  12mo.    77  pp.    Cloth,  $1.00. 

The  chief  aim  of  this  little  work  is  to  enable  the  busy  practitioner  to 
make  for  himself,  rapidly  and  easily,  all  ordinary  examinations  of  Urine; 
to  give  him  the  benefit  of  the  author's  experience  in  eliminating  little 
difficulties  in  the  manipulations,  and  in  reducing  processes  of  analysis 
to  the  utmost  simplicity  that  is  consistent  with  accuraoy. 

"  We  do  not  know  of  any  work  in  English  so  complete  and  handy  as  the 
Manual  now  offered  to  the  profession  by  Dr.  Flint,  and  the  high  scientific  reputa- 
tion of  the  author  is  a  sufficient  guarantee  of  the  accuracy  of  all  the  directions 
given." — Journal  of  Applied  Chemistry. 

"  We  can  unhesitatingly  recommend  this  Manual." — Psychological  Journal. 

"  Eminently  practical." — Detroit  Review  of  Medicine. 

On  the  Physiological  Effects  of  Severe 

and  Protracted  Muscular  Exercise.  With  Special  Ref- 
erence to  its  Influence  upon  the  Excretion  of  Nitrogen. 

By  AUSTIN  FLINT,  Jb.,  M.  D., 

Professor  of  Physiology  in  the  Bellevue  Hospital  Medical  College,  New  York,  etc.,  etc. 

1  vol.,  8vo.    91  pp.    Cloth,  $2.00. 

This  monograph  on  the  relations  of  Urea  to  Exercise  is  the  result  of 
a  thorough  and  careful  investigation  made  in  tbe  case  of  Mr.  Edward 
Payson  Weston,  the  celebrated  pedestrian.  The  chemical  analyses  were 
made  under  the  direction  of  E.  O.  Doremus,  M.  D.,  Professor  of  Chem- 
istry and  Toxicology  in  the  Bellevue  Hospital  Medical  College,  by 
Mr.  Oscar  Loew,  his  assistant.  The  observations  were  made  with  the 
cooperation  of  J.  C.  Dalton,  M.  D.,  Professor  of  Physiology  in  the  Col- 
lege of  Physicians  and  Surgeons;  Alexander  B.  Mott,  M.  D.,  Professor 
of  Surgical  Anatomy;  W.  H.  Van  Buren,  M.  D.,  Professor  of  Principles 
of  Surgery ;  Austin  Flint,  M.  D.,  Professor  of  the  Principles  and  Prac- 
tice of  Medicine ;  W.  A.  Hammond,  M.  D.,  Professor  of  Diseases  of  the 
Mind  and  Nervous  System — all  of  the  Bellevue  Hospital  Medical  College. 

"  This  work  will  be  found  interesting  to  every  physician.  A  number  of  im- 
portant results  were  obtained  valuable  to  the  physiologist." — Oin.  Med.  Repertory. 
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HAMMOND. 
A  Treatise  on  Diseases  of  the  Nervous 

System. 

By  WILLIAM  A.  HAMMOND,  M.  D., 

Professor  of  Diseases  of  the  Mind  and  Nervous  System,  and  of  Clinical  Medicine,  in  the  Bellevue 
Hospital  Medical  College ;  Physician-in-Chief  to  the  New  York  State  Hospital  for  Diseases 
of  the  Nervous  System,  etc.,  etc. 

SECOND  EDITION,  REVISED  AND  CORRECTED. 

With  Forty-five  Illustrations.   1  vol.,  8vo.   750  pp.   Cloth,  $5.00. 

The  treatise  embraces  an  introductory  chapter,  which  relates  to  the 
instruments  and  apparatus  employed  in  the  diagnosis  and  treatment  of 
diseases  of  the  nervous  system,  and  five  sections.  Of  these,  the  first 
treats  of  diseases  of  the  brain ;  the  second,  diseases  of  the  spinal  cord  ; 
the  third,  cerebro-spinal  diseases ;  the  fourth,  diseases  of  nerve-cells ; 
and  the  fifth,  diseases  of  the  peripheral  nerves.  One  feature  which  may 
be  claimed  for  the  work  is,  that  it  rests,  to  a  great  extent,  upon  the  per- 
sonal observation  and  experience  of  the  author,  and  is  therefore  no  mere 
compilation. 


"  The  author's  clear  and  terse  style  of  diction  renders  the  book  exceedingly 
readable,  and  the  cases  reported  and  cited  add  much  to  the  interest  of  the  text. 
.  .  .  There  is  so  much  that  is  entertaining  in  the  mental  and  other  manifesta- 
tions  of  nervous  disorder,  especially  when  presented  as  they  are  here,  that  a  work 
of  this  kind  will  find  many  readers  outside  the  profession ;  and,  it  may  be  hoped, 
will  serve  not  only  to  interest  and  amuse,  but  to  induce  a  closer  observance  of 
those  hygienic  laws  upon  whose  violation  many  of  the  ailments  here  treated  of 
depend." — New  York  Medical  Journal. 

"  The  work  is  replete  with  useful  knowledge,  and  every  physician  who  expects 
to  be  called  on,  as  an  expert,  to  testify  in  cases  of  supposed  insanity,  after  the 
commission  of  crimes,  should  give  the  book  a  thorough  perusal." — Leavenworth 
Medical  Herald. 

"  That  a  treatise  by  Prof.  Hammond  would  be  one  of  a  high  order  was  what 
we  anticipated,  and  it  affords  us  pleasure  to  state  that  our  anticipations  have 
been  realized." — Cincinnati  Medical  Repertory. 

"  It  affords  a  vast  amount  of  information,  is  captivating,  and  worth  reading." 
— Cincinnati  Lancet  and  Observer. 

"  This  is  unquestionably  the  most  complete  treatise  on  the  diseases  to  which 
it  is  devoted  that  has  yet  appeared  in  the  English  language ;  and  its  value  is 
much  increased  by  the  fact  that  Dr.  Hammond  has  mainly  based  it  on  his  own 
experience  and  practice,  which,  we  need  hardly  remind  our  readers,  have  been 
very  extensive." — London  Medical  Times  and  Gazette. 

"Free  from  useless  verbiage  and  obscurity,  it  is  evidently  the  work  of  a 
man  who  knows  what  he  is  writing  about,  and  knows  how  to  write  about  it." — 
Chicago  Medical  Journal. 
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HOLLAND. 

Recollections  of  Past  Life, 

By  SIR  HENRY  HOLLAND,  Bart,  M.  D.,  F.  R.  S.,  K.  C.  B.,  etc., 
President  of  the  Royal  Institution  of  Great  Britain,  Physician-in-Ordinary  to  the  Queen, 

etc.,  etc. 

1  vol.,  12mo,  351  pp.    Price,  Cloth,  $2.00. 

A  very  entertaining  and  instructive  narrative,  partaking  somewhat  of  the  nature  of 
autobiography  and  yet  distinct  from  it,  in  this,  that  its  chief  object,  as  alleged  by  the 
writer,  is  not  so  much  to  recount  the  events  of  his  own  life,  as  to  perform  the  office  of 
chronicler  for  others  with  whom  he  came  in  contact  and  was  long  associated. 

The  "Life  of  Sir  Henry  Holland  "  is  one  to  be  recollected,  and  he  has  not  erred  in  giv- 
ing an  outline  ot  it  to  the  public." — The  Lancet. 

"  His  memory  was — is,  we  may  say,  for  he  is  still  alive  and  in  possession  of  all  his 
faculties — stored  with  recollections  of  the  most  eminent  men  and  women  of  this  cen- 
tury. ...  A  life  extending  over  a  period  of  eighty-four  years,  and  passed  in  the  most 
active  manner,  in  the  midst  of  the  best  society,  which  the  world  has  to  offer,  must  neces- 
sarily be  full  of  singular  interest;  and  Sir  Henry  Holland  has  fortunately  not  waited  until 
his  memory  lost  its  freshness  before  recalling  some  of  the  incidents  in  it." — The  New 
York  Times. 

HOWE. 
Emergencies,  and  How  to  Treat  Them. 

The  Etiology,  Pathology,  and  Treatment  of  Accidents, 
Diseases,  and  Cases  of  Poisoning,  which  demand 
Prompt  Attention.  Designed  for  Students  and  Prac- 
titioners of  Medicine. 

By  JOSEPH  W.  HOWE,  M.  D., 

Visiting  Surgeon  to  Charity  Hospital ;  Lecturer  on  Surgery  in  the  Medical  Department  of 
the  University  of  New  York,  etc. 

1  vol.,  8vo.    265  pp.    Cloth,  $3.00. 

This  volume  is  designed  as  a  guide  in  the  treatment  of  cases  of  emergency  occurring  in 
medical,  surgical,  or  obstetrical  practice.  It  combines  all  the  important  subjects,  giving 
special  prominence  to  points  of  practical  interest  in  preference  to  theoretical  considera- 
tions, and  uniting,  with  the  results  of  personal  observation,  the  latest  views  of  European 
and  American  authorities. 

"  The  style  is  concise,  perspicuous,  and  definite.  Each  article  is  written  as  though  that 
particular  emergency  were  present;  there  is  no  waste  of  words,  nor  temporizing  with 
remedies  of  doubtful  efficacy.  The  articles  on  oedema  glottidis.  asphyxia,  and  strangulated 
hernia,  are  particularly  clear  and  practical,  and  furnish  all  the  information  required  in  the 
managemsnt  of  those  urgent  cases 

"  It  will  be  found  invaluable  to  students  and  young  practitioners,  in  supplying  them 
with  an  epitome  of  useful  knowledge  obtainable  from  no  other  single  work;  while  to  the 
older  members  of  the  profession  it  will  serve  as  a  reliable  and  '  ready  remembrancer.'  "— 
The  Medical  Becord. 


D.  Appleton  &   Co.'s  Medical  Publications. 

HUXLEY  AND   YOUMANS. 
The     Elements     of    Physiology    and 

Hygiene.      With  Numerous  Illustrations. 

By  THOMAS  H.  HUXLEY,  LL.  D.,  F.  R.  S.,  and 

WILLIAM  JAY   YOUMANS,  M.D. 

1  vol.,  12mo.    420  pp.    $1.75. 

A  text-book  for  educational  institutions,  and  a  valuable  elementary 
work  for  students  of  medicine.  The  greater  portion  is  from  the  pen  of 
Professor  Huxley,  adapted  by  Dr.  Youmans  to  the  circumstances  and 
requirements  of  American  education, 

"  A  valuable  contribution  to  anatomical  and  physiological  science." — Religious 
Telescope. 

"A  clear  and  welbarranged  work,  embracing  the  latest  discoveries  and  ac- 
cepted \heoY\es." ^Buffalo  Commercial. 

"Teeming  with  information  concerning  the  human  physical  economy." — 
Evening  Journal. 

HUXLEY. 
The  Anatomy  of  Vertebrated  Animals, 

By  THOMAS  HENRY  HUXLEY,  LL.  D.,  F.  R.  S., 

Author  of  "Man's  Place  in  Nature,"  "On  the  Origin  of  Species,"  "  Lay  Sermons  and 

Addresses,"  etc. 

1  vol.,  12mo.    Cloth,  $2.00. 
The  former  works  of  Prof.  Huxley  leave  no  room  for  doubt  as  to  the  impor- 
tance and  value  of  his  new  volume.    It  is  one  which  will  be  very  acceptable  to  all 
who  are  interested  in  the  subject  of  which  it  treats. 

SPECIMEN    OP   ILLUSTRATIONS. 


The  Alligator  Terrapene  {Chelydra  Serpentina). 


"This  long-expected  work  will  be  cordially  welcomed  by  all  students  and  teachers  of 
Comparative  Anatomy  as  a  compendious,  reliable,  and,  notwithstanding  its  email  dimen- 
sions, most  comprehensive  guide  on  the  subject  of  which  it  treats.  To  praise  or  to  criti- 
cise the  work  of  so  accomplished  a  master  of  his  favorite  science  would  be  equally  ont  of 
place.  It  is  enough  to  say  that  it  realizes,  in  a  remarkable  degree,  the  anticipations  which 
have  been  formed  of  it;  and  that  it  presents  an  extraordinary  combination  of  wide,  gen- 
eral views,  with  the  clear,  accurate,  and  succinct  statement  of  a  prodigious  number  of 
Individual  facts."— Nature. 
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JOHNSON. 
The    Chemistry    of    Common     Life. 

Illustrated  with  numerous  Wood  Engravings. 
By  JAMES  F.  JOHNSON,  M.  A.,  F.  R.  S.,  F.  G.  S.,  etc.,  etc., 

Author  of  "  Lectures  on  Agricultural  Chemistry  and  Geology,"  "  A  Catechism  of  Agricultural 
Chemistry  and  Geology,"  etc. 

2  vols.,  12mo.  Cloth,  $3.00. 
It  has  been  the  object  of  the  author  in  this  work  to  exhibit  tlie 
present  condition  of  chemical  knowledge,  and  of  matured  scientific 
opinion,  upon  the  subjects  to  which  it  is  devoted.  The  reader  will  not 
be  surprised,  therefore,  should  he  find  in  it  some  things  which  differ 
from  what  is  to  be  found  in  other  popular  works  already  in  his  hands  or 
on  the  shelves  of  his  library. 

LETTERMAN. 
Medical  Recollections  of  the  Army  of 

the  Potomac. 

By  JONATHAN  LETTERMAN,  M.  D.y 

Late  Surgeon  U.  S.  A.,  and  Medical  Director  of  the  Army  of  the  Potomac. 
1  vol.,  8vo.    194  pp.    Cloth,  SI. 00. 
"  This  account  of  the  medical  department  of  the  Army  of  the  Poto- 
mac has  been  prepared,  amid  pressing  engagements,   in  the  hope  that 
the  labors  of  the  medical  officers  of  that  army  may  be  known  to  an  in- 
telligent people,  with  whom  to  know  is  to  appreciate  ;  and  as  an  affec 
tionate  tribute  to  many,  long  my  zealous  and  efficient  colleagues,  who, 
in  days  of  trial  and  danger,  which  have  passed,  let  us  hope  never  to  re- 
turn, evinced  their  devotion  to  their  country  and  to  the  cause  of  hu- 
manity, without  hope  of  promotion  or  expectation  of  reward."— -iV<?/ace. 

"  We  venture  to  assert  that  but  few  who  open  this  volume  of  medical  annals, 
pregnant  as  they  are  with  instruction,  will  care  to  do  otherwise  than  finish  them 
at  a  sitting." — Medical  Record, 

"  A  graceful  and  affectionate  tribute." — JV.  Y.  Medical  Journal, 

LEWES. 
The  Physiology  of  Common  Life. 

By  GEORGE  HENRY  LEWES, 

Author  of  "  Seaside  Studies,"  "  Life  of  Goethe,"  etc. 

2  vols.,  12mo.     Cloth,  $3.00. 
The  object  of  this  work  differs  from  that  of  all  others  on  popular 
science  in  its  attempt  to  meet  the  wants  of  the  student,  while  meeting 
those  of  the  general  reader,  who  is  supposed  to  be  wholly  unacquainted 
with  anatomy  and  physiology. 


D.  Appleton  db   CoSs  Medical  Publications. 

MATJDSLEY. 
The  Physiology  and  Pathology  of  the 

Mind. 

By  HENEY  MATJDSLEY,  M.  D.,  Loudon, 

Physician  to  the  "West  London  Hospital ;  Honorary  Member  of  the  Medico-Psychological  Society 
of  Paris ;  formerly  Resident  Physician  of  the  Manchester  Royal  Lunatic  Hospital,  etc. 

1  vol.,  8vo.     442  pp.    Cloth,  $3.50. 

This  work  aims,  in  the  first  place,  to  treat  of  mental  phenomena  from 
a  physiological  rather  than  from  a  metaphysical  point  of  view ;  and, 
secondly,  to  bring  the  manifold  instructive  instances  presented  by  the 
unsound  mind  to  bear  upon  the  interpretation  of  the  obscure  problems 
of  mental  science. 

"  Dr.  Maudsley  has  had  the  courage  to  undertake,  and  the  skill  to  execute, 
what  is,  at  least  in  English,  an  original  enterprise." — London  Saturday  Review. 

"  It  is  so  full  of  sensible  reflections  and  sound  truths  that  their  wide  dissemi- 
nation could  not  but  be  of  benefit  to  all  thinking  persons." — PsychologicalJournal. 

"Unquestionably  one  of  the  ablest  and  most  important  works  on  the  subject 
of  which  it  treats  that  has  ever  appeared,  and  does  credit  to  his  philosophical 
acumen  and  accurate  observation." — Medical  Record. 

"  We  lay  down  the  book  with  admiration,'  and  we  commend  it  most  earnestly 
to  our  readers  as  a  work  of  extraordinary  merit  and  originality — one  of  those 
productions  that  are  evolved  only  occasionally  in  the  lapse  of  years,  and  that 
serve  to  mark  actual  and  very  decided  advances  in  knowledge  and  science." — 
A.  Y.  Medical  Journal. 

Body  and  Mind  :  An  Inquiry  into  their  Con- 
nection and  Mutual  Influence,  specially  in  reference 
to  Mental  Disorders  /  being  the  Gulstonian  Lectures 
for  1870,  delivered  before  the  Royal  College  of 
Physicians.    With  Appendix. 

By  HENEY  MAUDSLEY,  M.  D.,  London, 

Fellow  of  the  Eoyal  College  of  Physicians ;  Professor  of  Medical  Jurisprudence  in  University  Col- 
lege, London ;  President-elect  of  the  Medico-Psychological  Association ;  Honorary  Member  of 
the  Medico-Psychological  Society  of  Paris,  of  the  Imperial  Society  of  Physicians  of  Vienna, 
and  of  the  Society  for  the  Promotion  of  Psychiatry  and  Forensic  Psychology  of  Vienna ; 
formerly  Resident  Physician  of  the  Manchester  Royal  Lunatic  Asylum,  etc.,  etc. 

1  vol.,  12mo.     155  pp.     Cloth,  $1.00. 

The  general  plan  of  this  work  may  be  described  as  being  to  bring 
man,  both  in  his  physical  and  mental  relations,  as  much  as  possible  with- 
in the  scope  of  scientific  inquiry. 

"  A  representative  work,  which  every  one  must  study  who  desires  to  know 
what  is  doing  in  the  way  of  real  progress,  and  not  mere  chatter,  about  mental 
physiology  and  pathology." — The  Lancet. 

"  It  distinctly  marks  a  step  in  the  progress  of  scientific  psychology." — The 
Practitioner. 
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MAKKOE. 

A  Treatise  on  Diseases  of  the  Bones. 

By  THOMAS  M.  HARKOE,  M.  D., 
Professor  of  Surgery  in  the  College  of  Physicians  and  Surgeons,  New  York,  etc. 

WITH    NUMEROUS    ILLUSTRATIONS. 

1  vol.  8vo.    Cloth,  $4.50. 

SPECIMEN    OF    ILLUSTRATIONS. 


This  valuable  work  is  a  treatise  on  Diseases  of  the  Bones,  embracing  their 
structural  changes  as  affected  by  disease,  their  clinical  history  and  treatment,  in- 
cluding also  an  account  of  the  various  tumors  which  grow  in  or  upon  them. 
None  of  the  injuries  of  bone  are  included  in  its  scope,  and  no  joint  diseases,  ex- 
cepting where  the  condition  of  the  bone  is  a  prime  factor  in  the  problem  of 
disease.  As  the  work  of  an  eminent  surgeon  of  large  and  varied  experience,  it 
may  be  regarded  as  the  best  on  the  subject,  and  a  Valuable  contribution  to  medi- 
cal literature. 


"The  book  which  I  now  offer  to  my  professional  brethren  contains  ihe  substance  of 
the  lectures  which  I  have  delivered  during  the  past  twelve  years  at  the  college.  ...  I 
have  followed  the  leadings  of  my  own  studies  and  observations,  dwelling  more  on  those 
branches  where  I  had  seen  and  studied  most,  and  perhaps  too  much  neglecting  others 
where  my  own  experience  was  more  barren,  and  therefore  to  me  less  interesting.  I  have 
endeavored,  however,  to  make  up  the  deficiencies  of  my  own  knowledge  by  the  free  use  of 
the  materials  scattered  so  richly  through  our  periodical  literature,  which  scattered 
leaves  it  is  the  right  and  the  duty  of  the  systematic  writer  to  collect  and  to  embody  in 
any  account  he  may  offer  of  the  state  of  a  science  at  any  given  period." — Extract  from 
Author's  Preface. 


D.  Appleton  &   Co.'s  3fedieal  Publications. 

NEUMANN". 
Hand-Book  of  Skin  Diseases. 

By  Dr.  ISIDOR  NEUMANN, 
Lecturer  on  Skin  Diseases  in  the  Eoyal  University  of  Vienna. 

Translated,  from  advanced  sheets  of  the  second  edition,  furnished  by  the 
Author ;  with  Notes, 

By  LUCIUS  D.  BULKLEY,  A.  M.,  M.  D., 

Surgeon  to  the  New  York  Dispensary,  Department  of  Venereal  and  Skin  Diseases;  Assist- 
ant to  the  Skin  Clinic  of  the  College  of  Physicians  and  Surgeons,  New  York;  Mem- 
ber of  the  New  York  Dermatological  Society,  etc.,  etc. 

1  vol.,  8vo.    About  450  pages  and  66  Woodcuts.    Cloth,  $4.00. 


SPECIMEN  OF  ILLUSTRATIONS. 


Section  of  skin  from  a  bald  head. 

Prof.  Neumann  ranks  second  only  to  Hebra,  wbose  assistant  he  was  for  many  years, 
and  his  work  may  be  considered  as  a  fair  exponent  of  the  German  practice  of  Dermatolo- 
gy. The  book  is  abundantly  illustrated  with  plates  of  the  histology  and  pathology  of  the 
skin.  The  translator  has  endeavored,  by  means  of  notes  from  French,  English,  and  Ameri- 
can sources,  to  make  the  work  valuable  to  the  student  as  well  as  to  the  practitioner. 


"  It  is  a  work  which  I  shall  heartily  recommend  to  my  class  of  students  at  the  Univer- 
sity of  Pennsylvania,  and  one  which  I  feel  sure  will  do  much  toward  enlightening  the  pro- 
fession on  this  subject." — Louis  A.  Duhring. 

"  I  know  it  to  be  a  good  book,  and  I  am  sure  that  it  is  well  translated ;  and  it  is  inter- 
esting to  find  it  illustrated  by  references  to  the  views  of  co-laborers  in  the  same  field.'1 — 
Erasmus  Wilson. 

"  So  complete  as  to  render  it  a  most  useful  book  of  reference." — T.  McCall  Anderson. 

"There  certainly  is  no  work  extant  which  deals  so  thoroughly  with  the  Pathological 
Anatomy  of  the  Skin  as  does  this  hand-book."— N.  Y.  Medical  Record. 

"The  original  notes  by  Dr.  Bulkley  are  very  practical,  and  are  an  important  adjunct  to 
the  text.    .    .     .    I  anticipate  for  it  a  wide  circulation." — Silas  Durkee,  Boston. 

"  I  have  alr2ady  twice  expressed  my  favorable  opinion  of  the  book  in  print,  and  am 
glad  that  it  is  given  to  the  public  at  last." — James  C.  White,  Boston. 

"More  than  two  years  ago  we  noticed  Dr.  Neumann's  admirable  work  in  its  original 
shape ;  and  we  are  therefore  absolved  from  the  necessity  of  saying  more  than  to  repeat 
our  strong  recommendation  of  it  to  English  readers." — Practitioner. 
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NEFTEL. 

GalvanO  -Therapeutics.  The  Physiological  and 
Therapeutical  Action  of  the  Galvanic  Current  upon 
the  Acoustic,  Optic,  Sympathetic,  and  Pneumogastric 

Nerves. 

By  WILLIAM  B.   NEFTEL. 

1  vol.,  12mo.    161  pp.    Cloth,  $1.50. 

This  book  has  been  published  at  the  request  of  several  aural  surgeons 
and  other  professional  gentlemen,  and  is  a  valuable  treatise  on  the  sub- 
jects of  which  it  treats.  Its  author,  formerly  visiting  physician  to  the 
largest  hospital  of  St.  Petersburg,  has  had  the  very  best  facilities  for  in- 
vestigation. 


"  This  little  work  shows,  as  far  as  it  goes,  full  knowledge  of  what  has  been 
done  on  the  subjects  treated  of,  and  the  author's  practical  acquaintance  with ' 
them." — New  York  Medical  Journal. 

"Those  who  use  electricity  should  get  this  work,  and  those  who  do  Hot 
should  peruse  it  to  learn  that  there  is  one  more  therapeutical  agent  that  they 
could  and  should  possess." — The  Medical  Investigator. 


NIG-HTING-ALE. 

N  OteS  OI1  Nursing  :    What  it  is,  and  what  it  is  not 

By  FLORENCE    NIGHTINGALE. 

1  vol.,  12mo,  140  pp.    Cloth,  75  cents. 

Every  day  sanitary  knowledge,  or  the  knowledge  of  nursing,  or,  in 
other  words,  of  how  to  put  the  constitution  in  such  a  state  as  that  it  will 
have  no  disease  or  that  it  can  recover  from  disease,  takes  a  higher  place. 
It  is  recognized  as  the  knowledge  which  every  one  ought  to  have — dis- 
tinct from  medical  knowledge,  which  only  a  profession  can  have.    . 
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PEASLEE. 
A  Treatise  on  Ovarian  Tumors.    Their 

Pathology,  Diagnosis,   and    Treatment,    with    reference 
especially  to  Ovariotomy. 


By  EDMUND  R.  PEASLEE,  M.  D.,  LL.  D., 

Professor  of  Diseases  of  Women,  in  Dartmouth  College  ;  one  of  the  Consulting  Surgeons 
to  the  N.  Y.  State  Woman's  Hospital;  formerly  Professor  of  Obstetrics  and  Diseases 
of  Women,  in  the  N.  Y.  Medical  College;  Corresponding  Member  of  the  Obstetrical 
Society  of  Berlin,  etc. 

In  one  large  vol.,  8vo.,  with  Illustrations. 


SPECIMEN  OP  ILLUSTRATIONS. 


Syringe  for  Exploration  of  Ovarian  Cysts. 

A,  instrument,  h%  inches  long1 ;  _B,  gilded  tube,  3  inches  long,  and  5V  to  tV  inch  in  diameter, 
with  bevelled  point ;  B\  similar  tube,  4%  inches  long ;  C,  rubber  tube,  to  be  attached  to  arm 
a,  by  which  the  fluid,  drawn  from  the  cyst  through  a\  is  forced  out.  The  6top-cocks  at  a 
and  a1  are  both  shown  as  closed. 

This  valuable  work,  embracing  the  results  of  many  years  of  successful  ex- 
perience, in  the  department  of  which  it  treats,  will  prove  most  acceptable  to  the 
entire  profession;  while  the  high  standing  of  the  author  and  his  knowledge  of 
the  subject  combine  to  make  the  book  the  best  in  the  language.  It  is  divided 
into  two  parts :  the  first,  treating  of  Ovarian  Tumors,  their  anatomy,  pathology, 
diagnosis,  and  treatment,  except  by  extirpation ;  the  second,  of  Ovariotomy,  its 
history  and  statistics,  and  of  the  operation.  Fully  illustrated,  and  abounding  with 
information  the  result  of  a  prolonged  study  of  the  subject,  the  work  should  be 
in  the  hands  of  every  physician  in  the  country. 
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STROUD. 
The  Physical  Cause  of  the  Death  of 

Christ,   and  its  Relations   to  the  Principles   and  Prac- 
tice of  Christianity. 

By   WILLIAM    STROUD,   M.  D., 

With  a  Letter  on  the  Subject, 

By    Sir    JAMES    Y.    SIMPSON,'  Baki.,  It.  D. 

1  vol.,  12mo.  422  pp.    Cloth,  $2.00. 

This  important  and  remarkable  book  is,  in  its  own  place,  a  masterpiece,  and 
will  be  considered  as  a  standard  work  for  many  years  to  come. 

The  principal  point  insisted  upon  is,  that  the  death  of  Christ  was  caused  by  rupture 
or  laceration  of  the  heart.  Sir  James  Y.  Simpson,  who  had  read  the  author's  treatise 
and  various  comments  on  it,  expressed  himself  very  positively  in  favor  of  the  views 
maintained  by  Dr.  Strond."—Psyc/iological  Journal. 

SWETT. 
A  Treatise  on  the  Diseases  of  the  Chest 

Being    a    Course    of   Lectures    delivered    at    the   New 
York  Hospital. 

By  JOHN  A.  SWETT,  M.  D., 

Professor  of  the  Institutes  and  Practice  of  Medicine  in  the  New  York  University ;  Physi- 
cian to  the  New  York  Hospital;   Member  of  the  New  York  Pathological  Society. 

1  vol.,  8vo.    587  PP.    $3.50. 

Embodied  in  this  volume  of  lectures  is  the  experience  of  ten  years  in  hospital 
and  private  practice. 

SAYRE. 
A  Practical  Manual  on  the  Treatment 

of  Club-Foot. 

By  LEWIS  A.  SAYRE,  M.  D., 

Professor  of  Orthopedic  Surgery  in  Bellevne  Hospital  Medical  College;  Surgeon  to  Belle- 
vue  and  Charity  Hospitals,  etc. 

1  vol.,  12mo.    91  pp.    Cloth,  $1.00. 

"  The  object  of  this  work  is  to  convey,  in  as  concise  a  manner  as  possible,  all 
the  practical  information  and  instruction  necessary  to  enable  the  general  prac- 
titioner to  apply  that  plan  of  treatment  which  has  been  so  successful  in  my  own 
hands." 

"  The  book  will  very  well  satisfy  the  wants  of  the  majority  of  general  practitioners? 
for  whose  use,  as  stated,  it  is  intended." — New  York  Medical  Journal. 
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SIMPSON. 
The  Posthumous  Works  of  Sir  James 

Young  Simpson,  Bart.,  M.  D.     In  Three  Volumes. 

Volume  I. — Selected  Obstetrical  and  Gynaecological  Works  of 
Sir  Jame3  Y.  Simpson,  Bart.,  M.  D.,  D.  C.  L.,  late  Professor  of  Midwifery  in 
the  University  of  Edinbugh.  Containing  the  substance  of  his  Lectures  on 
Midwifery.  Edited  by  J.  Watt  Black,  A.  M.,  M.  D.,  Member  of  the  Royal 
College  of  Physicians,  London;  Physician- Accoucheur  to  Charing  Cross 
Hospital,  London;  and  Lecturer  on  Midwifery  and  Diseases  of  Women  and 
Children  in  the  Hospital  School  of  Medicine. 

1  vol.,  8vo.    852  pp.    Cloth,  $3.00. 

This  volume  contains  all  the  more  important  of  the  contributions  of 
Sir  James  Y.  Simpson  to  the  study  of  obstetrics  and  diseases  of  women, 
with  the  exception  of  his  clinical  lectures  on  the  latter  subject,  which 
will  shortly  appear  in  a  separate  volume.  This  first  volume  contains 
many  of  the  papers  reprinted  from  his  Obstetric  Memoirs  and  Contri- 
butions, and  also  his  Lecture  Notes,  now  published  for  the  first  time, 
containing  the  substance  of  the  practical  part  of  his  course  of  midwifery. 
It  is  a  volume  of  great  interest  to  the  profession,  and  a  fitting  memorial 
of  its  renowned  and  talented  author. 

"  To  many  of  our  readers,  doubtless,  the  chief  of  the  papers  it  contains  are 
familiar.  To  others,  although  probably  they  may  be  aware  that  Sir  James  Simp- 
son has  written  on  the  subjects,  the  papers  themselves  will  be  new  and  fresh. 
To  the  fir.st  class,  we  would  recommend  this  edition  of  Sir  James  Simpson's  works, 
as  a  valuable  volume  of  reference  ;  to  the  latter,  as  a  collection  of  the  works  of  a 
great  master  and  improver  of  his  art,  the  study  of  which  cannot  fail  to  make  them 
better  prepared  to  meet  and  overcome  its  difficulties." — Medical  Times  and  Gazette. 

Volume  II. — Anaesthesia,  Hospitalism,  etc.  Edited  by  Sir 
Walter  Simpson,  Bart. 

1  vol.,  8vo.    560  pp.    Cloth,  $3.00. 

"  We  say  of  this,  as  of  the  first  volume,  that  it  should  find  a  place  on  tbe  table 
of  every  practitioner  ;  for,  though  it  is  patchwork,  each  piece  may  be  picked  out 
and  studied  with  pleasure  and  profit." — The  Lancet  {London). 

Volume  III. — The  Diseases  of  Women.  Edited  by  Alex.  Simp- 
son, M.  D.,  Professor  of  Midwifery  in  the  University  of  Edinburgh. 

1  vol.,  Svo.,    Cloth,  $3.00. 

One  of  the  best  works  on  the  subject  extant.  Of  inestimable  value  to  every 
physician. 
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TILT. 
A   Hand-Book  of  Uterine  Therapeu- 

tics  and  of  Diseases  of  Women. 

By  EDWAED  JOHN"  TILT,  M.  D., 

Member  of  the  Royal  College  of  Physicians ;  Consulting  Physician  to  the  Farringdon  General 
Dispensary ;  Fellow  of  the  Royal  Medical  and  Chirurgieal  Society,  and  of  several  British  and 
foreign  societies. 

1  vol.,  8vo.     345  pp.    Cloth,  $3.50. 

Second  American  edition,  thoroughly  revised  and  amended. 

The  main  points  developed  in  this  work  are  : 

1.  The  paramount  importance  of  hygiene  for  the  relief  and  cure  of 
diseases  of  women. 

2.  The  constitutional  nature  of  many  diseases  of  women,  and  the 
impossibility  of  curing  them  without  constitutional  remedies. 

3.  The  manifest  reaction  of  uterine  diseases  on  the  female  system, 
and  the  impossibility  of  curing  many  uterine  complaints,  without  surgi- 
cal measures. 

4.  The  great  value  of  therapeutics  to  assuage  and  cure  diseases  of 
women,  and  the  belief  in  the  value  of  those  remedial  measures  that  are 
as  old  as  medicine  itself,  such  as  venesection,  emetics,  and  caustics. 

"  In  giving  the  result  of  his  labors  to  the  profession  the  author  has  done  a 
great  work.  Our  readers  will  find  its  pages  very  interesting,  and,  at  the  end  of 
their  task,  will  feel  grateful  to  the  author  for  many  very  valuable  suggestions  as 
to  the  treatment  of  uterine  diseases." — The  Lancet. 

"  Dr.  Tilt's  '  Hand-book  of  Uterine  Therapeutics '  supplies  a  want  which  has 
often  been  felt.  ...  It  may,  therefore,  be  read  not  only  with  pleasure  and 
instruction,  but  will  also  be  found  very  useful  as  a  book  of  reference." — The 
Medical  Mirror. 

"  Second  to  none  on  the  therapeutics  of  uterine  disease." — Journal  of  Ob- 
stetrics. 
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Lectures  upon  Diseases  of  the  Rectum. 

Delivered  at  the  Bellevue  Hospital  Medical  College. 
Session  of  1869~'70. 

By  W.  H.  VAN  BUREN",  M.  D., 

Professor  of  the  Principles  of  Surgery  with  Diseases  of  the  Genito-TJrinary  Organs,  etc.,  in  the 
Bellevue  Hospital  Medical  College ;  one  of  the  Consulting  Surgeons  of  the  New  York  Hos- 
pital, of  the  Bellevue  Hospital ;  Member  of  the  New  York  Academy  of  Medicine,  of  the 
Pathological  Society  of  New  York,  etc.,  etc. 

1  vol.,  12mo.     164  pp.     Cloth  $1.50. 

Lecture  I. — Pruritus  Ani,  Hemorrhoids,  etc.  II. — Internal  Haemor- 
rhoids. III. — Polypus.  IV. — Fistula  in  Ano.  V. — Fissure,  or  Irritable 
Ulcer.  VI. — Stricture  of  the  Rectum.  VII. — Cancer.  VIII. — Diagno- 
sis, etc. 

"  It  seems  hardly  necessary  to  more  than  mention  the  name  of  the  author  of 
this  admirable  little  volume  in  order  to  insure  the  character  of  his  book.  No 
one  in  this  country  has  enjoyed  greater  advantages,  and  had  a  more  extensive 
field  of  observation  in  this  specialty,  than  Dr.  Van  Buren,  and  no  one  has  paid 
the  same  amount  of  attention  to  the  subject.  .  .  .  Here  is  the  experience 
of  years  summed  up  and  given  to  the  professional  world  in  a  plain  and  practical 
manner." — Psychological  Journal. 


D.  Appleton  tie   CoSs  Medical  Publications. 

VOG-EL. 
A  Practical  Treatise  on  the  Diseases 

of  Children.  Second  American  from  the  Fourth 
German  Edition.  Illustrated  by  Six  Lithogra/phic 
Plates. 

By  ALFRED  VOGEL,  M.  D., 

Professor  of  Clinical  Medicine  in  the  University  of  Dorpat,  Russia. 
TRANSLATED  AND  EDITED  BY 

H.    RAPHAEL,    M.  D., 

Late  House  Surgeon  to  Bellevue  Hospital ;  Physician  to  the  Eastern  Dispensary  for  the  Diseases 
'  of  Children,  etc.,  etc. 

1  vol.,  8vo.    611  pp.    Cloth,  $4.50. 

The  work  is  well  up  to  the  present  state  of  pathological  knowledge ; 
complete  without  unnecessary  prolixity;  its  symptomatology  accurate, 
evidently  the  result  of  careful  observation  of  a  competent  and  experi- 
enced clinical  practitioner.  The  diagnosis  and  differential  relations  of 
diseases  to  each  other  are  accurately  described,  and  the  therapeutics 
judicious  and  discriminating.  All  polypharmacy  is  discarded,  and  only 
the  remedies  which  appeared  useful  to  the  author  commended. 

This  work  of  Vogel's  contains  much  that  must  gain  for  it  the  merited 
praise  of  all  impartial  judges,  and  prove  it  to  be  an  invaluable  text-book 
for  the  student  and  practitioner,  and  a  safe  and  useful  guide  in  the  diffi- 
cult but  all-important  department  of  Pasdiatrica. 

"  Rapidly  passing  to  a  fourth  edition  in  Germany,  and  translated  into  three 
other  languages,  America  now  has  the  credit  of  presenting  the  first  English  ver- 
sion of  a  book  which  must  take  a  prominent,  if  not  the  leading,  position  among 
works  devoted  to  this  class  of  disease." — N.  Y.  Medical  Journal. 

"  The  profession  of  this  country  are  under  many  obligations  to  Dr.  Raphael 
for  bringing,  as  he  has  done,  this  truly  valuable  work  to  their  notice." — Medical 
Record. 

"The  translator  has  been  more  than  ordinarily  successful,  and  his  labors 
have  resulted  in  what,  in  every  sense,  is  a  valuable  contribution  to  medica» 
science." — Psychological  Journal. 

"We  do  not  know  of  a  compact  text-book  on  the  diseases  of  children  more 
complete,  more  comprehensive,  more  replete  with  practical  remarks  and  scientific 
facts,  more  in  keeping  with  the  development  of  modern  medicine,  and  more 
worthy  of  the  attention  of  the  profession,  than  that  which  has  been  the  subject 
of  our  remarks." — Journal  of  Obstetrics. 
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